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Applied Population Research Trust (APRET) is.a non-government and non- profit organization 
registered under the Registration Act, 1908. It is devoted to the promotion of human welfare 
through carrying out and encouraging the study of population. in its varied aspects with a view to 
assisting in the formulation of appropriate population policies and programmes. Experience has 
shown that population problems are multi-faceted and require for their solution interaction and 
teamwork and the co-ordinated efforts of a wide range of specialists. In order to promote this 
process. APRET would engage itself in organizing multi-disciplinary forums and interdisciplinary 
research and projects to develop a better understanding of the interrelationships between population 
and the different sectors of social and economic development. Towards that end, APRET would 


endeavour to establish mutually beneficial relationships and work closely with existing professional 


organizations, government departments, universities, institutions and foundations. 


The objectives of APRET are: 

Oto advance the use of the scientific approach in the formulation and implementation of population 
and development policies and programmes with particular emphasis on those related to pny 
planning and welfare of the mother and child; 

O to stimulate, promote and engage in interdisciplinary research to generate new aowlede: pertaining 
to population problems and issues; 


= 


M to evolve and help in the development of innovative procedures for programme planning, 
implementation and evaluation with a view to strengthening or developing population “action 
programmes 

to provide a forum for multi-disciplinary groups of persons interested in population - academicians, 
development planners, policy makers and programme administrators - to interact among themselves; 

@| 


to promote exchange of information and experience on matters related to population and 
development policies and programmes. 3 


The Trust hopes to bring out, from time to time, publictions bearing on population issues contributed 


by experts. However, the views expressed in the contributions do not necessarily reflect those of the 
Applied Population Research Trust. 2 
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FOREWORD 


Population Issues II has three contributions. The first is titled Mother 
and Child Care in India and the second deals with United Nations 
Population Conferences and their highlights. The third is an excerpt 
titled Reproductive Rights and Reproductive Health from Population and 
Development Programme of Action adopted at the International 
Conference on Population and Development, Cairo, 5-13 September 1994. 
As such the Population Issue II has as its central themes Mother and 
Child Care and Reproduction. | 


The mother and child have been valued assets in every community. 
The care bestowed on them has depended on what the intelligentsia in 
society have considered as the most suitable course of action that should 
be followed. The first contribution - Mother and Child Care in India - 
traces the development in this field in India starting from about 2500 
years ago. Detailed instructions on the advice to be given to the woman 
during pregnancy especially on her diet and hygienic living and the care 
to be taken during mid-wifery and during the post-natal period had been 
well specified: even in historic times. During the last hundred years 
modern methods of mother and child care has received much attention in 
the country. India is indebted to foreign missionaries who drew pointed 
attention to the lack of facilities for providing proper care to the pregnant 
woman and encouraged the establishment of hospitals for women and 
children and ancillary services. Some philanthropists especially in cities 
like Bombay and Madras responded to the call of the missionaries and 
started institutions to meet this need. Enlightened Indian women carried 
this movement further and in later years both the Government of India 
and voluntary organizations have helped to give mother and child care 
the attention it deserved. ‘The contribution in this population issue is a 
condensed version of a large treatise prepared by Dr.Sharyu Bhatia on 
"Maternity and Child’Welfare in Retrospect". 


Three intergovernmental World Population Conferences were 
organized by the United Nations during the 20 year period 1974- 1994. 
The first was held in Bucharest in 1974, the second in Mexico city in 1984 
and the third in Cairo in 1994 all of which focussed on problems of 
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population and development. The second contribution in Population 
Issues II deals with the outcome of the three conferences. _What is the 
value added particularly of the Cairo Conference to the two which 
preceded it? A rigorous appraisal was -undertaken by the United 
Nations to compare the consensus at the three conferences by an 


analytical comparison and some of the findings of the study are given 
below. | 


Of the 243 actions recommended in the three conferences only about 
60 could be classified as similar to previously adopted recommendations. 
The Programme of Action adopted at the Cairo conference was found to 
contain a great number of innovations in relation to its predecessors in 
terms of new issues, new approaches and new activities. The 
recommendations for action made at Cairo Conference are more open on 
many sensitive issues. This is particularly so when they refer to social ills 
such as infanticide, rape, incest, use of children in prostitution and sexual 
harassment of women. To appreciate the radical departure that occurred 
during the Cairo Conference, it may be mentioned that nowhere in the 
World Population Plan of Action of Bucharest or the recommendations of 
the Mexico Conference the words ‘sexual’ and ‘sexuality’ were used. 


The Programme of Action adopted at the Cairo Conference have 
introduced many new concepts and issues. To mention a few the 
concepts of ‘sustainable development’, ‘good governance’ ‘the constant 
reference to the welfare of girls’, the recommendations on ‘family life, 
child care, gender roles and male responsibilities which are of direct 
relevance and concern to women’ have been given importance in the 
Programme of Action. A key innovation of the Programme of Action is 
its advocacy of the new concept of ‘empowerment of women’ which is 
stated to be one of the 15 guiding principles of the Programme of Action 
along with gender equality and equity which is described as the corner 
stone of population and development related programmes. In the area of 
reproduction and health, two new concepts that were developed deserve 
particular attention; safe motherhood and unsafe abortion. 


The third contribution in Population Issues II is a reproduction of 
Reproductive Rights and Reproductive Health which is Chapter VII of 


TT 


the Programme of Action adopted at the Cairo Conference. Reproductive 
health is defined Somewhat along the definition of health used by the 
World Health Organization. The definition states that "Reproductive 
health is a state of complete physical, mental and social well-being and 
not merely the absence of disease or infirmity, in all matters relating to 
the reproductive system and to its functions and process. Reproductive 
health, therefore implies that people are able to have a satisfying and safe 
sex life and that they have the capability to reproduce and the freedom to 
decide if, when and how often to do so". The innovations in this chapter 
are the two sections - "Sexually Transmitted Diseases and Prevention of 
Human Immunodeficiency Virus (HIV)" and the section on 
"Adolescents". With respect to the latter it is stated that ‘The reproductive- 
health needs of adolescents as a group have been largely ignored to date 
by existing reproductive health services’. 


It is hoped that the contributions included in Population Issues II will 
not only inform the reader of the growing importance given to mother 
and child care in India but will help the reader to appreciate the trends in 
the thinking in the world forum of the relationship between Population 
and Development, and of the role which Reproductive Health bears in 
the total welfare of mankind. 


16 March 1998 C. CHANDRASEKARAN 
| PRESIDENT 


Applied Population Research Trust 
Bangalore - 560 046 India 
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CONTRIBUTIONS 
Mother and Child Care in India 


United Nations World Population Conferences 


and their Highlights 


Reproductive Rights and Reproductive Health 
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MOTHER AND CHILD CARE IN INDIA 
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MOTHER AND CHILD CARE IN INDIA A 


A. HISTORICAL 


As far back as nefarly 2,500 years ago, Sushruta and Charaka, who gave India her 
indigenous system of medicine, have described the care that ought to be given to the 
mother and child. According to the Sushruta Samhita, midwifery should be in the 
hands of women trained for that purpose. Charaka specified that the midwife should 
be middle-aged, professionally qualified and popular in the community. He 
expounded in great detail on the advice to be given to the pregnant woman, her diet, 
midwifery care and the care of the baby. She should be free of stress and strain, 
avoid pressure on the abdomen, refrain from lifting heavy things and abstain from 
sexual intercourse. She should take plenty of fluids, milk, butter and cream as well 
as freshly prepared meat and fish, vegetables and garlic, and avoid taking strong 
purgatives. She should pay particular attention to personal hygiene, bathe daily and 
wear clean clothes. Her mind should be free from anxiety and fear. 


in respect of midwifery care the pregnant women should stay with an attendant 
in a self-contained clean room (sutikagrah) having a wooden bed and bath and latrine 
facilities. Equipment for attending to minor disorders should be available in that 
room. The pregnant woman would enter the room with a fire lit in it ceremonially. 


The Charaka Samhita recommended that at the start of labour pains the pregnant 
women should have a warm bath and lie on the bed when the pains increase in 
intensity; she should be delivered then. The samhita also foresaw abnormal 
conditions of labour which would require the assistance of a trained and skilled 
surgeon who should have the "permission of the king" implying that he was 
appropriately qualified for performing those duties. The lying in period extended to 
six weeks and was called sutika. During this period, the mother should be on a light 
diet and have a daily massage and bath. 


|. Condensed from a manuscript on "Maternity and Child Welfare in Retrospect" by Dr. 
Sharyu Bhatia which covers the development of services for a little over a hundred years. She 
belonged to the Women’s Medical Service and served as Adviser, Maternity and Child 
Welfare in the Union Ministry of Health of the Government of India and was responsible for 
implementing mother and child welfare services in the first three five year plans of the 
Government of India. 


Breast feeding of the new born was emphasied and the mother was advised to 
wash her breast before feeding the infant. The first feed should be ceremonial on 
which occasion instructions on breast feeding would be given. Solids should be 
introduced only after four months and weaning was advised when the baby cut the 
first tooth. The baby’s diet should be well cooked, fresh and amply supplemented 
with milk. During the lactation period the mother should avoid excess fat and sugar 
in her diet. 


It was recommended that the child should be kept in a clean room (kumaragrah) 
to keep her/him away from infection. The room should be equipped with colorful 
nursery toys which would be safe to handle. The child should be taken outdoors only 
after four months of age. Great attention should be paid to the child at teething time. 


Several ceremonies representing different needs of the child at different ages 
were prescribed. Namakaran, the naming ceremony was on the tenth day of birth 
and anna prasanna when the infant was introduced to solids, after four months of 
age. A thanksgiving ceremony after delivery known as sasthi was performed on the 
sixth day for the delivery having been a safe one and free from tetanus. 


B. EARLY WORK OF MISSIONARIES 


For centuries maternal and child care in India became ritualistic and unhygienic 
methods and superstitious beliefs came into practice. Even diseases of children were 
attributed to the interplay of the nine planets. The responsibility for providing 
maternal and child care fell on the traditional, village midwife, generally known as 
the dai in the north and her counter- part in the south. It is believed that even in the 
west, a scientific approach to mother and child care came into being with the work of 
William Harvey (1576-1657) in England; schools for midwifery were started in 
France and Germany around that time. The Queen Charlotte Hospital was 
established in London in 1739. The work ox Lister, in the nineteenth century, 
brought in preventive anti-septic measures. Initially, it was mainly women who were 
engaged in midwifery but later, with the advent of modern medicine, male physicians 
entered the field. 


In India, it was only a little over a hundred years ago that the high mortality of 
mothers and children became a matter of general concern. Women missionaries 
were responsible for the revival of this interest. They were particularly concerned 
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with the purdah system and the reluctance of women to be attended to by male 
doctors. In reality there were no women doctors worth the name. 


Dr. (Miss) Clara Swain of Pennsylvania in the United States of America (USA) 
was the first medical missionary to come to India. She joined Mr. and Mrs. Thomas 
who were already at Bareilly maintaining an orphanage for girls. Dr.Swain took up 
the task of training the girls in hygiene and prepared them to work as nurses, 
compounders and midwives. She also began training dais. The Nawab of Rampur 
built a hospital for wdmen where Dr.Swain worked. 


A number of women missionaries took interest in the training of dais as well as 
in medical education for women. Miss Hewlett, a British missionary who was not a 
doctor was connected with such training in the Amritsar Dais’ school. Miss Rose 
Greenfield of the Society of Female Education came to India in 1875; she started a 
dispensary in Ludhiana. Later, she assisted Dr.Edith Brown in establishing a medical 
school for women and a hospital in Ludhiana which was named "Elizabeth 
Greenfield Hospital". Miss Elizabeth Bailey who came to India in 1875 had a 
medical background; she worked in Lucknow and opened a small dispensary. She 
had the patronage of the Maharaja of Panna. Through her and Dr.(Mrs.) Mary 
Scharlieb who were returning to United Kingdom (UK) to complete their studies, the 
Maharani of Panna sent a request to Queen Victoria to assist in attending to the 
sufferings of Indian women. The Queen in turn instructed Lady Dufferin who was 
going to India with her husband, Viceroy- designate, to assist in this endeavour. 
Lady Dufferin collected funds which helped to establish "The National Association 
for Supplying Medical Aid to the Women of India by Women" which in turn, helped 
establish several hospitals commonly known as Dufferin Hospitals for women and 
children. 


C. INDIAN WOMEN ENTER THE PROFESSION 


The entry of women into the medical profession, :particularly in the area of 
maternal and child care met a felt need. Foreign missionaries who helped to provide 
service in this field realized that with the prevailing customs, including the purdah 
system, Indian women were reluctant to make use of the services of male doctors 
even if Indian. Women missionaries from abroad could not be fully effective 
because of language difficulties. There was thus a need to prepare Indian women for 
the profession. 


A beginning was made in Bombay in 1852 by arranging a public meeting at the 
Asiatic Society to consider the establishment of an obstetric institute. It was decided 
that the proposed institution be located as a part of the J.J.Group of Hospitals under 
the supervision of the professor of obstetrics and utilized for the training of nurses 
and medical students of the Grant Medical College. Financial support for the 
building of the obstetric institute came from Sir JamshedJi Jeejeebhoy, the Gaikwar 
of Baroda, the Bombay Municipal Corporation and others; it had 20 beds. But no 
Indian medical woman was available to provide services at that time. In an article 
published in 1882 highlighting this aspect, Dr. Francis Hogan stated, "What is 
needed is a new medical department as a part of the public services in India, 
- managed by women responsible only to some high office of the State, working in 
harmony with the existing medical service, but coordinate and not subordinate to it". 
As a result some far- sighted people like Mr. Kitteridge of Bombay and Mr. 
Pestonjee Hormusjee and others began to build up a fund called "Medical women of 
India Fund, Bombay". 


In Madras, Mrs. Mary Scharlieb, a Britisher (and wife of an American 
businessman), who was in touch with missionary women in India got interested in 
medical work and underwent medical training along with the first batch of women 
medical students at Madras Medical College in 1874. The first young missionary 
from India to study medicine was Miss Ida Scudder, daughter of a missionary doctor 
who belonged to the Dutch Reformed Church of America and worked in south India 
near Vellore. Miss Scudder felt the need for becoming a doctor as many of the 
women who came to her father were reluctant to be treated by him. She went for 
medical studies to the USA and after qualifying decided to work in India. That was 
around 1900. A few Indian women went to the UK, the USA and France to study 
medicine. The medical colleges at Madras and Bombay made a beginning to admit 
women to the medical course. In Madras, in 1874, with the efforts of Dr. (Mrs.) 
Mary Scharlieb and Colonel Balfour, Surgeon General with the Government of 
Madras, the Madras university permitted women to take a three years’ certificate 
course in midwifery, whereas in Bombay, a few years later, the university made a 
small beginning by admitting women to the regular medical course leading to the 
Licentiate in Medicine and Surgery (LM&S). | 


D. NATIONAL ASSOCIATION FOR SUPPLYING MEDICAL AID TO 
WOMEN OF INDIA BY WOMEN 


Lady Dufferin started work on organizing medical education for women, training 
nurses, and providing medical aid to women and children by women. The National 
Association for Supplying Medical Aid to the Women of India by women that she 
founded was registered under the 1860 Act. The money collected was commonly 
known as the Dufferin Fund. 


The most important contribution of the Association was the awakening of the 
interest of the public and the government as well of the princely states to the 
enormous loss of life and prevalence of illness among women and the new-born due 
to the lack of proper medical aid. 


The provincial branches of the Association and the princely states began 
establishing hospitals at principal towns. The first to be established was the Lady 
Atchinson Hospital for Women and Children at Lahore (now in Pakistan). The next 
was the Bai Motlibai Hospital in Bombay associated with the Grant Medical College, 
where 20 beds were added to the existing 20. In other provinces, the hospitals that 
were set up were generally known as Dufferin Hospital. The United Provinces of 
Agra and Oudh, now known as Uttar Pradesh, and the Central provinces and Berar 
had the largest number of those hospitals. 


In several of the princely states hospitals were established exclusively for 
women and children. The Vani Vilas Hospital in Bangalore, the Kuchalamba 
Hospital in Mysore City and the State Zenana Hospital in Jaipur were ones of this 
type. Other states such as Hyderabad, Jodhpur, Travancore and Udaipur followed 
suit. Even some of the smaller ones set up such hospitals. 


In Bombay, the Medical Women of India Fund was established in 1886 through 
the financial support of Sir Jamshedji Cama and of several others. The construction 
of the 75-bedded Cama Hospital began in 1886; while that was in progress Dr.Edith 
Pechey who had performed exceptionally well at the Edinburgh Medical School was 
appointed as the first woman doctor of the hospital in 1893 and a dispensary was 
established with the assistance of the Bombay Municipal Corporation for her to work 
in. The Government of Bombay financed part of the cost of running the Cama 
Hospital. The Albless Block of the hospital was built in 1890 from a donation by 
Bomanji Edulji Albless. The first Indian to be in charge of the hospital was Dr. 
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Jarusha Jhirad who served the hospital from 1928 to 1947. She developed training 
facilities in obstetrics and gynaecology for undergraduate women medical students of 
the Grant Medical College and later for post-graduate courses such as the diploma in 
obstetrics and Gynaecology and the MD (Bombay). The Cama Hospital began to 
grow in size and by 1980 had 500 beds. Soon, other hospitals were established in 
Bombay, among them the Rukmani Hindu Lying-in Hospital with 20 beds by Sir 
Mangaldas V.Mehta, a wellknown obstetrician. The Bombay Municipal Corporation 
set up maternity homes in different parts of the city with women doctors in charge. 


The Caste Ghosha Hospital was set up in Triplicane, Madras with the assistance 
of the Madras Corporation. Several mission hospitals and dispensaries also came 
into being. A dispensary set up by Dr. Anna Kugler in Guntur later became a 
hospital for women. In Madras, the Christian Rainy Hospital was built in 1914. One 
of the best efforts at establishing hospitals was the one made by Dr. Ida Scudder at 
Vellore. It was later used as a medical school for women and now provides support 
to the well known Christian Medical College, Vellore. 


é 


These developments, by and large, were limited to large cities and towns. With 
a view to extending them to the rural areas the Victoria Memorial Scholarship Fund 
was created in 1903 for the training of dais. Its management was entrusted to the 
central office of the Dufferin Fund. Women’s hospitals were given grants from the 
Victoria Memorial Scholarship Fund for the training of dais. | 


E. THE BEGINNING OF MEDICAL EDUCATION OF 
WOMEN IN INDIA 


Within a few years of their being set up the Dufferin Hospitals were well utilized 
putting considerable pressure on the few women doctors who were working in them. 
Daughters a of few of the educated, enlightened and well-to-do families went to the 
UK and the USA for medical studies. Anandibai Joshi who studied in the USA, and 
Miss Jagannathan and Rukmabai in the UK were among the few women who were 
trained abroad in the last decades of the nineteenth century. 


Women’s medical education in India began with the training of sub-assistant 
surgeons in 1883 by Brigadier Surgeon Hilson in the Agra Medical School but it had 
to be discontinued for lack of suitable women instructors. In 1920 a separate medical 
school for women was attached to the Lady Lyall Dufferin Hospital, Agra which was 
a great success. Women missionaries from abroad were again in the forefront of 
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training women for work in obstetrics and gynaecology. Miss Bielby started a 
school in 1883 at the Lady Atchinson Hospital for Women and Children, Lahore. 
Subsequently, the school and its training programme moved to Ludhiana where Miss 
Edith Brown established the Ludhiana Medical School for Women which, later 
became the well known ‘ Christian Medical College’ Ludhiana. The Caste Ghosha 
Victoria Hospital for women and children, Madras, now known as the Kasturba 
Hospital for Women and children, set up the Wellington School for Women in 1923 
which continued as a training school for women sub-assistant surgeons until 1936 
under Dr.Hilda Lazarus. Dr. Ida Scudder not only established a medical school for 
women in Vellore but another one at Nellore. The schools provided training in 
nursing as well. The sub-assistant surgeons rendered creditable service in teaching 
institutions and small and large hospitals such as the Lady Hardinge Medical College 
and the Vellore Medical College Hospitals. They were later permitted to enrol 
themselves in the MBBS degree courses in medical colleges and take up higher 
education. ' 


F. UNIVERSITY MEDICAL EDUCATION FOR 
WOMEN IN INDIA 


The year 1874 marked the beginning of university medical education for women 
in India. The Punjab University, through awarding scholarships encouraged the 
training of women doctors who would staff government hospitals. In Calcutta such 
training was given at the Eden Hospital. The Grant Medical College, Bombay and 
the Madras Medical College had already started admitting women. 


The University of Madras and the Medical College decided to admit women to a 
three years’ medical course at Madras. As stated before four Europeans women 
joined the course. In spite of an unhelpful attitude of male adminisfrators, the 
training became popular and attracted women students from Calcutta and elsewhere. 
The Government of Madras exempted women from paying college fees for some 
years. 


From 1883 the Grant Medical College admitted women for the LM&S course of 
the University of Bombay. The Calcutta Medical College began admitting women 
in 1885 but they were given certificates and not degrees. It was only after 1890 that 
Indian women were awarded university degrees at Madras and Calcutta. 
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G. LADY HARDINGE MEDICAL COLLEGE 


Soon, the need was felt to develop institutions where women would be trained 
by women doctors; this led to the establishment of the Lady Hardinge Medical 
College for women in New Delhi. Besides, Lady Hardinge, the Vicereine, who was 
the prime mover of the endeavour, the effort had the support of many princely states. 
The Maharao of Kotah, the Maharajahs of Bikaner, Indore and Patiala, the Nizam of 
Hyderabad and the Gaikwad of Baroda were among the princes who provided 
financial support for the Soh AN of the institution. — 


The initiative to establish the Lady Hardinge Medical College was taken while 
preparations were being made for Queen Mary’s visit to India for the Delhi durbar, 
the coronation of King George V: The Queen graciously declined the request to 
name the college after her and suggested it should be named after Lady Hardinge 
who had worked strenuously for its founding but died before it was actually 
established. eee, 


' The college started its academic activities in 1916. Students took the 
examinations for the first two years of college in the science (FSc) the pre-medical 
- course and the MBBS degree of the Punjab University until such time as the Delhi 

University started awarding medical degrees. : 


H. THE ALL INDIA WOMEN’S MEDICAL SERVICE (WMS) 


The Association of Medical Women in India was founded in 1907 by a group of 
medical women who met at the Cama Hospital Bombay chaired by Dr.Annette 
Benson who was the superintendent of the hospital. The Association and the Council 
of the Dufferin Fund exhorted the Government of India to set up a women’s medical 
service. The All India Women’s Medical service (WMS) was established in 1914. 
The Government made an annual grant of Rs.1.5 lakhs and vested its administration 
in the Dufferin Fund. Although WMS was not regular government service, its 
operation was on similar lines. To begin with the service had 25 members. About 
ten of them worked in the Lady Hardinge Medical College. In 1925, in order to have 
an adequate supply of women for WMS, young medical women were recruited and 
trained at various Dufferin hospitals under senior. colleagues. By that year the 
strength of WMS had increased to 42. 


The Association for Supplying Medical Aid to the Women of India by Women 
assigned WMS officers trained in maternity and Child Welfare to some of the 
provinces to initiate and develop services, and establish departments in the 
directorates of public health in the provinces. Dr. Sharyu Pandit, for instance, was 
assigned to the Bengal branch of the Indian Red Cross Society and to the 
Government of Bengal during 1939-1941 and to the Government of Orissa from 
1942-1944. In 1948 she was appointed to the newly created post of Advisor, 
Maternity and Child Welfare, Government of India. 


The WMS was disbanded in 1948 after 34 years of splendid performance and 
useful contribution. Since the Governmenthad merged maternity and child welfare 
into its health activities, a separate service for women became redundant. 


I. RESEARCH 


These pioneering medical women, in spite of their heavy clinical duties and 
paucity of funds started doing research. Some of the studies undertaken in the earlier 
years were: venereal diseases by Dr.Curje! in 1918; osteomalacia by Dr.Agnes Scott 
and Dr. Katheleen Vaughan; maternity conditions of industrial workers in Bombay 
by Dr.Barnes; and, around 1930, still births and neonatal deaths by Dr. Balfour and 
Dr. Christian Thompson. 


With a grant from the Indian Research Fund Association (IRFA), Dr. Balfour 
conducted a study on maternal mortality in child birth. Her investigation on the 
birth weight of new-borns in Bombay showed that the average birth weight was 5.3 
lbs. She also studied anaemia of pregnancy in 1927. Dr. Stapleton, in 1924, worked 
on pelvic measurements. Dr. Degmar Curjel’s study of reproduction of women 
revealed that the average age of women at marriage was 13.6 years and the length of 
the reproductive period 32.1 years. 


_ The setting up of the Maternity and Child Welfare Committee by IRFA in 1930 
further encouraged medical women to undertake research. An Advisory Committee 
called The Maternity and child Welfare Advisory Committee was set up by IRFA in 
1934. Under the auspices of that committee and with financial assistance of IRFA, 
studies were undertaken on the causes of maternal deaths by Drs. Neal-Edwards and 
Sharayu Pandits in Calcutta (1936-1938), by Dr. Jean Orkney in Delhi (1935-1936) 
and by Dr. Jhirad in Bombay (1938-1939). Drs. L.Everard Napier and Pandit studied 
the incidence of anaemia in pregnancy (1937-1938). Dr. Malkani undertook a study 
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on tuberculosis of genitals in women in Delhi and Dr. Mabel Rajamanikam on infant 
mortality in Madras. 


These studies gave interesting insights into the health of mothers and children in 
different parts of the country. The Maternal mortality in India during 1936-1939 was 
20 per 1000 live and still births and nearly 30 per cent of the deaths were due to 
sepsis. In a large majority of cases anaemia was the primary cause of maternal death. 
The findings were in conformity with an earlier study conducted by Sir 
A.Lakshmanaswamy Mudaliar in 1932 which found that the maternal mortality rate 
was 16.8 per 1000 live and still births. The study showed that mothers began to 
show signs of the condition even during the early stages of pregnancy. Advanced 
anaemic conditions both microcytic and macrocytic often resulted in premature 
delivery and even in still births. Poor diet, lacking in protein and vegetables, was 
one of the main causes of anaemia in pregnancy. Babies born of anaemic mothers 
were also anaemic and susceptible to infection. 


J. POST GRADUATE TRAINING IN MATERNITY AND 
CHILD WELFARE 


The Association for supply of Medical Aid to Women in India by Women took 
the initiative to institutionalize maternal and child care. It provided for the 
appointment of a professor of Maternity and Child Welfare at the newly established 
All India Institute of Hygiene and Public Health, Calcutta. Her assignment included 
developing the section of M&CW and evolving training programme for women 
doctors to qualify for the Diploma in Maternity and Child Welfare (DMCW). 


The need for trained personnel especially to promote public health activities was 
a felt need and the training of such personnel at the All India Institute of Hygiene and 
Public health was an important step forward in that direction. Trained personnel in 
the field of maternal and child health, mostly women, thus became available for 
public health work in government institutions. This contributed considerably to 
laying a sound foundation for improving the health of the mother and child. 


K. THE HEALTH SURVEY AND DEVELOPMENT COMMITTEE 


In 1942 the Government of India set up the Health Survey and Development 
Committee (the Bhore Committee) to survey and propose a comprehensive 
programme for planning and implementation of health services. The committee took 
note of the awareness of the need for special provisions for the health care of mothers 
and children that was prevalent in the country and of the steps that had been taken by 
some of the provincial governments. The committee recommended that priority be 
given to reduce the high morbidity and mortality rates of mothers and children. The 
Bhore Committee proposed an organizational set-up and a staffing pattern for the 
provision of services for women and children, particularly in the rural areas, in the 
overall context of public health services. 


Primary health centres (PHC), to provide integrated curative, preventive and 
promotive services would be established throughout the country, one for every 
40,000 population. Each PHC would have a staff of a lady doctor, a nurse with 
public health training or a health visitor, four midwives and four trained dais to 
provide maternal and child health services as well as have ten beds for maternity 
cases. Sub-centres would be established so that there would be no need for the 
villagers to travel long distances to obtain service. Several PHCs would be linked 
with a secondary centre and with the district hospital. In the long term, the services 
would be intensified by reducing the area served by each PHC. The committee also 
recommended that women doctors with maternal and child health training be posted 
in district and state hospitals. 


According to the committee, School children would be medically examined by 
the staff of the PHC and arrangements made at the PHC or in a nearby hospital for 
the treatment of defects detected during the examination. Teachers would be given 
health training and be responsible for the improvement of the health of school children. 
Creches would be attached to PHCs or sub- centres to assist working mothers. 


L. THE FIVE YEAR PLANS 


i) First plan (1951-1956) 


The First Five Year Plan rightly gave importance to the training of maternity and 
child welfare workers. That included the training of dais, midwives, health visitors, 
public health nurses, dndergraduate and post-graduate doctors, as well as sister tutors 
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and teachers to enable them to train staff for improving existing services and to 
ensure uniform standards. Comprehensive maternal and child welfare projects in 
accordance with the needs of the state were to be established at state level in order to 
facilitate administration, planning, and training of personnel. A new perspective was 
the role of the midwife with training in the principles and practice of nursing, who 
was now viewed as an auxiliary nurse-midwife (ANM). 


Provision was made in the First Five Year Plan to assist the existing health 
schools and the affiliated hospitals for training health visitors. Hostel accommodation 
for trainees was augmented. In the states which did not have training schools for 
health visitors, assistance was provided to governments to set up such schools, at 
least one in each state. Health schools were established in all the states during the 
first two years of the First Five Year Plan except in Jammu and Kashmir where it 
was set up later. In order to facilitate their mobility health visitors were advised to 
learn to ride bicycles. 


Around the time the First Five Year Plan was in place, the United Nations 
Children’s Emergency Fund (UNICEF) started its assistance programme for the 
development of maternal and child health in India. Major aspects of that programme were: 


(1) developing the Najafgarh Health Unit, near Delhi, for providing 
orientation to rural health work for medical students and student 
nurses in Delhi; 


(ii) —_ strengthening of the facilities of the All India Institute of Hygiene 
and Public Health in general and the section of maternity and child 
welfare in particular as well as those of the rural health unit and 
training centre at Singur attached to it, in order to enhance its 
capabilities in post-graduate training of doctors, nurses and other 
public health personnel to provide better MCH service; 


(iii) to provide teaching aids and equipment to training schools for health 
visitors and to the affiliated teaching women’s hospitals; and 


(iv) to provide equipment to the existing 400 maternity and child welfare 
centres and to 200 new centres to be started. | 


UNICEF assisted the programme by providing stipends to health visitors, teaching 
aids and equipment and drugs to the centres. In addition, the central Government 
sanctioned Rs.15 lakhs to state governments to assist in the training of health visitors. 
UNICEF and the Government of India also provided stipends. to doctors for 
undergoing training in Maternity and Child Welfare at the All India Institute of 
Hygiene and Public Health, Calcutta. | | 


In the area of urban M&CW services, in 1955, city corporations were advised to 
establish comprehensive maternal and child health units for every lakh population. 
Each unit was to comprise four urban maternal and child health centres to provide 
field services and a hospital with 35 maternity beds and'15 beds for children.’ The — 
number of doctors and nurses to staff the hospital and the urban centres was 
stipulated. Corporations were also advised to have on the staff senior doctors, with 
adequate experience and training, at the level of an assistant director of health 
services in the state hierarchy, to visit the hospitals and to oversee the work of the 
urban centres. 


Paediatrics received much attention during the First Five Year Plan. At that time 
physicians with expert knowledge in paediatrics were few. Dr. George Coehlo in 
Bombay, Dr.S.T. Achar in Madras and Dr. K.C.Chaudhuri in Calcutta were 
recognized as experts in the field and their services utilized to enhance training and 
research in paediatrics and paediatric services. Several projects were initiated. A 
hospital for children was established at the Irwin Hospital and a new children’s 
hospital called the Kalawati Saran Children’s Hospital attached to the Lady Hardinge 
Medical College Hospital was set up. In all 2,000 paediatric beds were established 
during the First Five Year Plan. 


Two major administrative steps were taken during the First Five Year Plan to 
initiate family planning programmes and to strengthen programme operations. One 
was the setting up of the Family Planning Research and Programmes Committee 
which met for the first ime from 13 to 18 July 1953. Among its recommendations, 
an important one was that family planning services be broad based and closely 
associated with maternity and child welfare activities. Active participation of 
voluntary organizations was considered important. Research on contraceptives was 
given priority. Lieut.Col. B.L.Raina was appointed Director of Family Planning in 
the Directorate General of Health Services to implement the policies. 
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Family planning centres were established at the existing maternity and child 
welfare centres and grants were provided for their functioning. Some of the states 
utilized these facilities and converted the post of Maternity and Child Welfare 
Officer to Family Planing Officers. 


it) Second plan (1956-1961) 


Each successive plan saw further improvements in the field of maternal and 
child health services but only some of the highlights will be described here. The 
capacity for training health visitors at some of the training schools and the associated 
hospitals for training was doubled during the Second Five Year Plan. Maternity and 
child welfare services were made an integral and important part of the primary health 
centre services. Each PHC had a staff of one health visitor and one auxiliary nurse- 
midwife at the main unit, and a midwife and a trained dai at each of the four 
sub-centres. The staff of the PHC was augmented by the addition of a public health 
nurse. Services for mothers and children formed a major activity and included 
antenatal clinics for pregnant women and children’s clinics conducted by the medical 
officer of the PHC. He was also required to visit the sub- centres once a week to 
supervise their working and to conduct medical and health clinics for mothers and 
children. 


Dai training was emphasised during the Second Five Year Plan. The plan called 
for the training of one lakh (1,00,000) dais in the country but only 36,000 were 
trained. Karnataka, Kerala and Tamil Nadu did not participate in the scheme as they 
felt they had an adequate number of midwives. 


In 1957, the Government of India appointed the Health Planning and 
Development Committee under the chairmanship of Sir A. Lakshmanswami 
Mudaliar. Its terms of reference were to review the progress made in implementing 
the health programmes proposed in the First and Second Five Year Plans. It 
expressed satisfaction with the progress made in maternity and child welfare 
services, especially in the training of personnel and in the administration of maternity 
and health services. It was pleased with the appointment of an Advisor in Maternity 
and Child Welfare Services in the Directorate-General of Health Services and the 
creation of posts for planning and administration in the various states. It was also 
pleased to note that maternal and child health services had been made an integral part 
of the health activities of the primary health centres. Assistance provided by 
international agencies such as WHO and UNICEF was recognized by the committee. 
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It recommended the establishment of school health programmes focused on 
protection and promotion of children’s health and on provision of amenities such as 
Sanitation, drinking water and midday meals. The committee further recommended 
close collaboration between family planning and health programmes. 


About the same time, an evaluation committee was set up to assess the progress 
made by the UNICEF-aided projects in different parts of the world. Dr.Martha 
Elliot,Professor of Maternity and Child welfare, Harvard University School of Public 
Health and former Director, Children’s Bureau, U.S. Public Health Service, 
Washington D.C. was the chairperson of the committee. UNICEF- aided projects in 
India at that time, included training programmes for doctors in paediatrics, public 
health nurses, for health visitors, auxiliary nurse-midwives and dais. The evaluation 
committee was particularly satisfied with the training projects at Madras, Hyderabad 
and Vishakapatnam. It emphasized the need for the provision of improved 
out-patient service especially for dehydration and health teaching of mothers in the 
paediatric wards. | 


ili) Third plan (1961-1966) 


Recommendations made at a seminar of State Maternity and Child Welfare 
Officers held at the All India Institute of Hygiene and, Public Health, Calcutta in 
1956 as well as the findings of M&CW officers and nursing advisors during their 
visits to observe the working at the primary health centres formed the basis of the 
M&CW component of the Third Five Year Plan. Suggestions in respect of 
improvement in administration, services provided, training of staff, public 
cooperation and M&CW operations in the rural areas including domiciliary services 
were incorporated into the Plan. Programmes for the rehabilitation of handicapped 
children and for the improvement of nutrition services were some other aspects of 
M&CW that were incorporated in to the Plan. 


It was in 1965, the last year of the Third Five Year Plan period, that a committee 
was appointed to study liberalization of abortion in all its aspects. Dr. Shantilal 
Shah, Minister for Health, Maharashtra was the chairman and Lieut. Col. B.L.Raina, 
Director, Family Planning with the Government of India, member secretary. The 
committee comprised representatives of medical and social organizations including 
those of the All India Women’s Conference, the Indian Council for Child Welfare 
and The Association of Medical Women in India. It recommended that abortion be 
liberalized to allow medical termination of pregnancy r:ot only for (i) preserving the 
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pregnant woman’s life but also where it involved serious risk to the life of or grave 
injury to the health (physical or mental) of the pregnant woman before delivery; (11) 
when there was a substantial risk of physical or mental abnormality to the child or of 
the child being seriously handicapped; or (iii) when pregnancy has resulted from rape 
or any such eventuality. The committee also suggested certain precautions against 
the abuse of the law by specifying the person(s) who could carry out abortions. 


iv) Fourth plan (1969-1974) 


The Fourth Five Year Plan was significant in that an attempt was made to 
integrate maternal and child welfare services with family planning. | The Ministry of 
Health and Family Planning was designated the Ministry of Health and Family 
Welfare. 


v) Fifth plan (1974-1978) 7 


During the Fifth Five Year Plan period nutrition services to deal with 
malnutrition in children of pre-school age and expectant mothers, which had been 
introduced in the Third Plan, were strengthened. The supplementary feeding 
programme was expanded and implemented through voluntary organizations and 
state governments as a community based activity. In 1975 the Integrated Child 
Development Service (ICDS) was launched in the rural areas by introducing 
supplementary feeding programmes using high protein mixtures specially 
manufactured for that purpose. ICDS projects also helped in promoting family planning. 
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vi) Sixth plan (1980-1985) ° 


The Sixth Five Year Plan (1980-1985) laid emphasis on immunization 
programmes. BCG, typhoid, polio, DPT (diphtheria, pertussis, [whooping cough] and 
tetanus) were included in the immunization regimen. Dehydration therapy as part of 
the child care programme helped the community to deal‘ with diarrhoeas in children 
and babies and contributed to reducing infant and child mortality. 


1. The years 1966-1967, 1967-1968 and 1968-1969 were designated annual inter-plan periods. 
2. The fifth plan was of four years’ duration 
3. The years 1978-1979 and 1979-1980 were designated annual inter-plan periods. 


vit) Subsequent plans 


The plans that followed have underlined the need for further reduction of 
maternal and child mortality and laid emphasis on the dieses of programmes 
designed for that purpose. 


M. OTHER ORGANIZATIONS 


The foregoing has highlighted the role of voluntary organizations . in 
spearheading action which stimulated interest in and concern for mother and child 
care. From the pioneering action of the National Association for Supplying Medical 
Aid to the Women of India by Women through the efforts of the Indian Red Cross 
Society and several other organizations to the initiatives of the Association for 
supplying Medical aid to the Women of India by women. Maternal and child health 
becamean integral part of the nation’s public health services. Contributions of some 
of the other major voluntary organizations and of an autonomous institution are 
summarized hereunder. 


(a) Voluntary Organizations 


(1) The Indian Council for Child Welfare 


The Indian Council for Child Welfare (ICCW) which was established in 1952 
became an important all india voluntary organization with its headquarters in Delhi. 
Raj kumari Amrit Kaur was the first president of the council; Mrs. Indira Gandhi 
was the Vice-president, and Mrs. Hannah Sen, principal of the Lady Irwin College, 
the general secretary. Funds for ICCW came largely from the sale of flags on 
children’s day, 14 November of each year. A state council for child welfare was 
established in each state to help promote services for children in that state. 


A conference was arranged at Bombay in 1962 which was attended by 
representatives of several organizations in the field of child welfare. The 
International Union for children, Geneva and some other international organizations 
were invited to the conference. An exhibition was arranged on the occasion which 
was opened by Pandit Jawaharlal Nehru. The conference adopted some very useful 
resolutions. It developed a child welfare bureau to assist India and other Asian 
countries. 
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State councils train girls to become balasevikas. The training relates to child 
care and child health especially of pre-school age children, by providing training in 
nutrition, education, recreation, and other welfare activities. About 2,000 
balasevikas are trained annually at 21 balasevika training institutes at the state 
branches of ICCW. The training is recognized by the central and state governments. 
Balasevikas are normally placed in charge of balawadies (kindergarten schools) and 
also manage creches in industries. Some are employed by the state governments as 
anganawadi workers. 


Since 1976, ICCW has been assisting in the promotion of the Integrated Child 
Development Services (ICDS) by training the Anganwadi workers for ICDS projects 
in rural areas. Financial support for that activity comes from the central and state 
governments. 


(ti) Social Welfare Bédard 


The Social Welfare Board at the national level was established in 1954 under the 
dynamic leadership of Durgabai Deshmukh. State social advisory boards at the state 
level funded by the central and state governments are involved in socio-economic 
_ programmes, programmes for women’s welfare as well as in activities such as setting 
up creches and homes for children. The Board has organized several socio-economic 
projects for women according to needs of the area and the aptitude of the local 
people. 


(tii)The Indian Red Cross Society 


The Indian Red Cross Society was set up in 1920. One of its functions was to 
promote maternity and child welfare. In 1930, the All India Maternity and Child 
Welfare Bureau was established. Its director advised provincial and state branches of 
the society and provincial governments on ways and means of promoting maternity 
and child welfare. With the establishment of the maternity and child welfare section 
in the Ministry of Health, the advisory functions of the society devolved on that 
section. The Indian Red Cross Society and its state branches continue to be involved 
in child welfare, complementing government activities with its programmes for the 
welfare of children including school children. 
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(iv) The Kasturba Gandhi National Memorial Trust . 


The Kasturba Gandhi National Memorial Trust was established at the initiative 
of Mahatma Gandhi. A purse of Rs.125 lakhs presented to him on his 75th birthday 
was, at his request, used for providing multifarious services to rural women living in 
villages with population of 2,000 or less. Education, health, social welfare, and 
income generating activities received special attention. Village women were trained 
to assist in these programmes. Several state branches of the Trust have been 
established. The Kasturba Hospital was set up in Sevagram near Wardha as early as 
in 1945 with Dr.Sushila Nayar in charge. The hospital has set an example in the 
training of auxiliary‘nurse-midwives, arogya sevikas and gram sevikas. It can 
rightly be called a pioneer in providing primary health care! 


(b) Autonomous Government Institution 


National Institution of Public Co-operation and Child Development 


Since the child is the greatest asset of the nation, the Department of Human 
Resource Development established the National Institute of Public Co-operation and 
Child Development (NIPCID) with the object of promoting child development in 
pursuance of the national policy for children. It functions under the aegis of the 
Department of Women and Children and is an autonomous body. Its management is 
vested in a governing body and an Executive Council; the Minister of State in charge 
of the Department of Women and Child Development is the president of the general 
body and chairperson of the executive council. The director is incharge of the 
Institute and exercises administrative and academic control. With a view to covering 
the country comprehensively, NIPCID has established regional centres. 


NIPCID undertakes research and training on child development and on different 
aspects of women’s development. It co-ordinates the efforts of national and 
international voluntary organizations as well as of government agencies to promote 
child development. Its divisions staffed by experts, formulate and direct programmes 
for children’s and women’s development, for the promotion of public co-operation 
and active participation of the community in programmes related to children, and for 
training of personnel. The country-wide ICDS is one of the programmes to which 
the Institute provides valuable assistance by preparing suitable literature for training 
and services, carrying out research, and by periodically evaluating performance. It 
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also arranges training courses and seminars for personnel of governments and 
voluntary organizations. 


NIPCID administers the National Children’s Fund which was established during 
the International Year of the Child (1979). It maintains model centres for 
demonstration and has a special centre for research relating to welfare services for 
women and children. | 


N. LOOKING AHEAD 


The health of the mother and child has been of much concern to Indians from 
time immemorial. However, for several centuries, pregnancy, delivery and infant 
care have been shrouded by tradition and ritual.. It was only in the 19th century that 
attention was focussed again on a scientific and organized approach to maternal and 
child health, with missionaries from abroad in the forefront. Voluntary organizations 
and Indian philanthropists played a very important role in that endeavour. 


With the launching of the five year plans, it was possible to enlarge the scope of 
maternal and child health services as well as to extend their reach to the rural areas. 
Although there has been a great deal of improvement over the years, much more 
remains to be done. A recent study in Kerala, which has made considerable progress 
in reducing maternal mortality, showed that the state had a maternal mortality rate of 
4.5 per 1000 births whereas another study in south India put the rate at 8, both of 
which are very high by modern standards. The infant mortality rate (IMR) as well as 
the child mortality rate for the country as a whole was 107 per 1000 live births 
during 1981-1983 and declined to 70 in 1992-1994. An urban-rural breakdown of the 
1992- 1994 IMR showed that in urban areas the rate was 50 per 1000 live births 
whereas that in the rural areas it was 82. Once again, both these rates are high by 
modern standards. 


In a large country such as India which has considerable variation in health 
conditions, limited public health and hospital services, and very high female 
illiteracy rates, innovative strategies, in harmony with local cultural beliefs and 
practices, to provide maternal and child health services have to be evolved. Giving 
special attention to high risk mothers identified during antenatal care, intensification 
of mass infant and child immunization and intensive health education of select target 
groups could be examples of such strategies. . | 
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UNITED NATIONS WORLD POPULATION 
CONFERENCES AND THEIR HIGHLIGHTS 
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UNITED NATIONS WORLD POPULATION 
CONFERENCES AND THEIR HIGHLIGHTS 


A. INTRODUCTION 


Five World Population Conferences have been held so far under the auspices of 
the United Nations. The first was the World Population Conference held in Rome 
from 31 August to 10 September 1954. The second was the one held in Belgrade 
from 30 August to 10 Septernber 1965. The third, fourth and fifth conferences were 
held from 19-30 August 1974, 6-14 August 1984 and 5-13 September 1994 
respectively. 


B. THE ROME AND BELGRADE CONFERENCES 


The Rome and Belgrade conferences differed in their organization and 
mandates. They were in the nature of technical conferences. They were held in 
collaboration with the International Union for the Scientific Study of Population 
(IUSSP). The IUSSP held General Conferences once in four years and the 
conference in Rome was in fact one such. The United Nations while agreeing to 
collaborate with the IUSSP and in fact willing to designate it as a World Population 
Conference emphasized that the conference was intended to help enhancing an 
understanding of the population situation in different parts of the world and that it 
was not intended to enunciate policies and that it should not pass any resolutions 
pertaining to action in the field of population. 455 persons from 74 countries 
participated in the conference in their individual capacity. The agenda had to be 
adjusted to the state of the profession. Accordingly, nine sessions were devoted to 
statistical and analytical problems, 12 to substantive demographic issues such as 
mortality, fertility, aging and the like, five to demographic aspects of economic and 
social development and two to questions of population policies and administration. 


Conceptually ard from the point of view of organization the Belgrade 
Conference was a continuation of the Rome Conference with a higher level of 
participation and wider spectrum of the demographic problems that were considered. 
852 experts from 88 countries attended the conference in their individual Capacities. 
The Belgrade conference was much more involved in substantive issues than in 
methods. Of all the papers submitted to the Belgrade Conference on third of the 487 
papers submitted to the conference were on demographic aspects of development 
which were discussed in eight of the 23 meetings. The topic of fertility and family 
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planning was next in importance as about twenty percent of the papers submitted 
related to it. The trend in thinking in the United Nations was made clear from 
statements made by Philippe de Seynes the Under Secretary for Economic and Social 
Affairs and Julie Henderson, Head of the Bureau of Social affairs of the United 
Nations. In his opening statement, Philippe de Seynes asked "What is it that makes 
us feel in opening this conference - ostensibly a technical conference - that we. are 
taking part in an exceptional occurrence, with a political dimension and later 
mentioned the growing interest in birth control among Governments. Referring to the 
"neutral attitude" of the United nations organs in population matters he stated that 
"UN was ready to respond to all requests for assistance from any country which, on 
the basis of its own assessment of the situation, has decided to embark on such a 
policy or explore its possibilities". Julia Henderson when opening the session on 
fertility stated that ‘although prescribing solution to population problems 1s not a part 
of the terms of reference of this assembly of experts it was hoped that the discussion 
would shed light on the paths of policy and action. | 


C. THE BUCHAREST WORLD POPULATION CONFERENCE 


(a) | Changes in the perception of the United Nations on population problems 


Certain developments between 1965 (Belgrade Conference) and 1974 (Bucharest 
Conference) prompted a profound change in the perception of population problems 
on the part of the United Nations which for the first time began to involve itself in 
policy-making and action. In the words of Milos MaCura, former director of the 
Population Division of the United Nations some of these developments were the 
following: "Hard demographic facts combined with less than satisfactory economic 
performance in the developing world were the major factors. Another important 
factor was the desire for dignity surrounding birth,death and other events that 
collectively constituted population change. Further more, international public 
opinion was expecting something to be done about rapid population growth and 
moreover, to be done _ internationally. After the Belgrade conference, 
internationalization of population policy was very much in the air. There was also a 
significant change in the behaviour of Governments tn that opposition, neutrality and 
reluctance were giving way to more positive attitudes towards population policy". 


There were several important developments to mobilize action by the United 
Nations. The Secretary General of the united Nations, U Thant received on Human 
Rights Day December 10, 1966 a declaration on Population developed at the 
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initiative of Mr. John D Rockefeller 3“ and signed by 12 world leaders which among 
other justifications for the declaration stated. "Recognizing that family planning is in 
the vital interest of both the nation and the family, we the undersigned earnestly hope 
that leaders around the world will share out views and join with us in this great 
challenge for the well being and happiness of people every where". In response U 
Thant stated in his statement, "In my view, we must accord parents the right to 
determine the numbers of their children a place of importance at this moment in 
man’s history". 


This was followed by the UN General’ Assembly resolution: 2211(xxi) 
Population Growth and economic development of 17 December 1966 which was a 
significant step in the development of the UN interest in population policies. It 
called upon "the Economic and Social council, the Population Commission, the 
regional economic commissions, the United nations Economic and Social Office in 
Beirut and the specialized agencies concerned to assist, when requested in further 
developing and strengthening national and regional facilities for training research, 
information and advisory services in the field of population, bearing in mind the 
different character of population problems in each country and region and the needs 
arising therefrom". Shortly afterwards a trust fund with modest resources was 
established and ten Population Programme Officers were appointed to serve in the 
developing world to help prepare population policies and programmes. This trust 
fund incidentally has developed into the United Nations Fund for Population 
Activities. Following several discussions in the Population Commission and the 
Economic and Social Council the Secretary General of the United Nations at a 
special press conference held at UN proclaimed 1974 as World Population Year and 
announced the convening of the World population Conference in that year. Mr. 
Rafael Salas, Executive Director of United Nations Fund for Population Activities 
was made in charge of the overall preparations of the World Population year. The 
Secretary-General announced with pleasure that Mr.Carrillo-Flores of Mexico had 
agreed to serve as Secretary-General of the World Population Conference. The 
conference was mandated to consider basic demographic problems, their association 
with development and policies and action programmes needed to promote human 
welfare and development. The Population Commission was designated as the 
preparatory body for the conference and for the 1974 World Population Year. 
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(b) Conference attendance 


Representatives of 136 states took part in the conference. The Conference was 
also attended by representatives of the interested organs and agencies of the United 
Nations, observers from 11 inter-governmental organizations and _ 109 
non-governmental agencies. There were also a series of parallel and associate 
activities in which more than 1400 persons took part. These gave an opportunity for 
non-governmental organizations to discuss various population questions of their 
interest. 


(c) Conference agenda 


There were no scientific or technical topics on the agenda of the conference. 
Scientific contributions were made in four symposia; population and development, 
population and the environment, population and the family and population and 
human rights. Reports of the symposia were submitted to the participants and later 
published in two volumes. | 


There were five substantiative items on the conference agenda. Questions on 
population trends were considered in the plenary. Problems of population and 
development, population and the environment and population and the family were 
allocated to Committees. The key issue at the conference was the adoption of a plan 
of action and a draft plan was allocated to a large working group. 


(d) The World Population Plan of Action 


i) Preamble 


The World Population Plan of Action had been drafted by the Population 
Division, with the assistance of an advisory committee of experts and had 
subsequently been reviewed by the Population Commission and discussed with 
representatives of Governments at a series of five regional meetings. At the 
Conference, the draft was then thoroughly discussed, amended and redrafted in all its 
essential parts before finally being adopted by the representatives assigned to the 
working group. 


The Preamble to the World Population Plan of Action reads the world population 
conference, Having due regard for human aspiration for a better quality of life and 
for rapid socio-economic development, and Taking into consideration the 
interrelationship between population situations and socio-economic development, 
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decides on the following World Population of Action as a policy instrument within 
the broader context of the ean adopted strategies for national and 
international progress. 


ii) Sections of the Plan 


The World Population Plan of Action consists of the following major sections: 


(A) Background of the Plan 

(B) Principles and objectives of the Plan 
(C) Recommendations for Action 

(D) Recommendations for Implementation 


A) Background of the Plan 


The Background of the Plan emphasizes that action in the field of population is 
inter-related to action in several other fields. It starts by stating "The promotion of 
development and improvernent of quality of life require co-ordination of action in all 
major socio-economic fields including that of population, which is the inexhaustible 
source of creativity and a determining factor of progress. At the international level a 
number of strategies and programmes whose explicit aim is to affect variables in 
fields other than population had already been formulated". A number of such 
strategies have been specifically mentioned including the Provisional Indicative 
Action for World Agricultural Development of the Food and Agricultural 
Development of the Food and Agricultural Organization of the United Nations, the 
International Labour Organization’s World Employment Programme and _ the . 
Declaration of the Establishment of a New International Economic Order and the 
Programme of Action to achieve it. 


B) Principles and Objectives of the Plan 


The principles on which the Plan of Action was based was described under 
thirteen headings. One of the important principles stated was "Population and 
development variables are interrelated and are also influenced by them; thus the 
formulation of a World Population Plan of Action reflects the international 
communities awareness of the importance of population trends for socio-economic 
development and the Socio-economic nature of the recommendations contained in the 
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Plan of Action reflects its awareness of the crucial role that development policy plays 
in affecting population trends". 


Another important principle on which the Plan of Action was based was "All 
couples and individuals have the basic right to decide freely and responsibly the 
number and spacing of their children and to have the information, education and 
means to do so; the responsibility of couples and individuals in the exercise of this 
right takes into account the needs of their living and future children, and their 
responsibilities towards the communities". 


An additional principle stressed by the Plan of Action was that "Women have the 
right to complete integration in the development process particularly by means of an 
equal access to education and equal participation in social, economic, cultural and 
political life. In addition the necessary measures should be taken to facilitate this 
integration with family responsibilities which should be fully shared by both 
partners”. 


The principal aim of the plan of action is to extend and to deepen the capacities 
of countries to deal effectively with their national and sub national problems and to 
promote an appropriate international response to their needs by increasing 
international activity in research, the exchange of information, and the provision of 
assistance on request. In pursuit of this aim eight general objectives were set out in 
the Plan of Action. | | 


C) Recommendations for Action 


The Recommendations for Action were given in under three major headings 
which were divided in two cases into subheads as indicated below: 


1..__ Population goals and policies 


a) Population growth 

b) Morbidity and Mortality 

c) Reproduction, family formation and and status of women 
d) Population distribution and internal migration 

e) International migration 

f) Population structure 


Pee Socio-economic policies 
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Bi Promotion of knowledge and policies 


a) Data collection and analysis 

b) Research 

c) Management, training, education and information 
d) Development and evaluation of population policies 


In all there were 80 recommendations for action. Some of the important 
recommendations are stated below: 


1. Population goals and policies 


(a) Population growth (17) \, Countries which consider. that their present or 
expected rate of population growth hamper their goals of promoting human welfare 
are invited, if they have not yet done so, to consider adopting population policies, 
within the frame- work of socio-economic development, which are consistent with 
basic human rights and national goals and values. 


(b) Morbidity and Mortality (22): It is a goal of this Plan of Action to reduce 
mortality levels particularly infant and maternity mortality levels, to the maximum 
extent possible in all regions of the world and to reduce national and sub national 
differentials therein. The attainment of an average expectation of life of 62 years by 
1985 and 74 years by the year 2000 for the world as a whole world require by the 
end of the century an increase of 11 years for Latin America, 17 years for Asia and | 
28 years for Africa. | | 


(c) Reproduction, family formation and the status of women 30: Governments 
which have family planning programmes are invited to consider integrating and 
co-ordinating those services with health and other services designed to raise the 
quality of life, including family planning allowances and maternity benefits, and to 
consider family planning services in their official health and social insurance 
systems. As concerns couples themselves, family planning policy should also be 
directed towards the promotion of the psycho-social harmony and mental and 
physical well being of couples. 7 | 


7 The numbers appearing after the heading or at the beginning of the paragraph corresponds 
to the paragraph numbers shown in the World Population Plan of Action. | 
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(38) Countries which desire to reduce their birth rates are invited to give 
particular consideration to the reduction of fertility at the extremes of female 
reproductive age because of the salutary effects this may have on infant and maternal 
welfare. 


(d) Population distribution and internal migration (45): Policies. aimed at 
influencing population flows into urban areas should be coordinated with policies 
relating to the absorptive capacity of urban centres as well as policies aimed at 
eluminating the undesirable consequences of excessive migration. In so far as 
possible, those policies should be integrated into plans and programmes dealing with 
overall social and economic development. | 


(e) International migration (55): Countries receiving migrant workers should 
provide proper treatment and adequate social welfare services to them and their 
families, and should ensure their physical safety and security, in conformity with the 
provisions of the relevant conventions and recommendations of the international 
labour organization and other international instruments. 


(f) Population structure (63): All Governments are urged, when formulating their 

development policies and programmes, to take fully into account the implications of. 
changing numbers and proportions of youth, working age groups and the aged, 

particularly where such changes are rapid. Countries should study their population 

structures to determine the most desirable balance among age groups. 


2. Socio-economic policies 


(70) It is imperative that all countries, and within them all social sectors, should 
adapt themselves to more rational utilization of natural resources, without excess, so 
that some are not deprived of what others waste. In order to increase the production 
and distribution of food for the growing world population it is recommended that 
Governments give high priority to methods of improving food production, the 
investigation and development of new sources of food and more effective utilization 
of existing resources. International cooperation is recommended with the aim of 
ensuring the provision of fertilizers and energy and a timely supply of food-stuffs to 
all countries. | | 
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3. Promotion of knowledge and policies 


(a) Data collection and analysis: (73) It is up to each country to take a population 
census in accordance with its own needs and capabilities. However, it is 
recommended that a population census be taken by each country between 1975 and 
1985. It is also recommended that these censuses give particular attention to data 
relevant to development planning and the formulation of population policies. In 
order to be of greatest value, it is recommended that the data be tabulated and made 
available as quickly as possible, together with an evaluation of the quality of the 
information and the degree of coverage of the census. 


(b) Research 78(C): The assessment and improvement of existing and new methods 
of fertility regulation by means of research, including basic biological and applied 
research; the evaluation of the impact, both in short-term and long-term effects, of 
different methods of fertility regulation on ethical and cultural values and on mental 
and physical health; and the assessment and study of policies for creating social and 
economic conditions SO that couples can freely decide on the size of their families. 


(c) Management, training, education and information (82): A dual approach to 
training in recommended: an international programme for training in population 
matters concomitant with national and regional training programmes adapted and 
made particularly relevant to conditions in the countries and regions of the trainees. 
While recognizing the complementarity of these two approaches, national and 
regional training should be given the higher priority. , 


(d) Development and evaluation of population policies: (94) Where population 
policies or progammes have been adopted, systematic and periodic evaluations of 
their effectiveness should be made with a view to their improvement. 


D) Recommendations for Implementation 


1. Role of national Governments 


97. This Plan of Action recognizes the responsibility of each Government to 
decide on its own policies and devise on its own programmes of action for dealing 
with the problems of population and economic and social progress. 
Recommendations in so far as they relate to national Governments, are made with 
due regard to the need for variety and flexibility in the hope that they may be 
responsive to major needs in the population field as perceived and interpreted by the 
national Governments. However, national policies should be formulated and 
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implemented without violating and with due promotion of universally accepted 
standards of human rights. 


2. Role of international co-operation 


101. The General Assembly 0° the United Nations, the Economic and Social 
Council, the Governing Council of the United Nations Development Programme/ 
United Nations Fund’ for Population Activities and other competent legislative and 
policy-making bodies of the specialized agencies and the various intergovernmental 
organizations are urged to give careful consideration to this Plan of Action and to 
ensure an appropriate response to it. 


3. Monitoring, review and appraisal 


107. It is recommended that monitoring of population trends and _ policies 
discussed in this Plan of Action should be undertaken continuously as a specialized 
activity of the United Nations and reviewed biennially by the appropriate bodies of 
the United Nations System. beginning in 1977. Because of the shortness of the 
intervals, such monitoring would necessarily have to be selective with regard to its 
informational content and should focus mainly on new and emerging population 
trends and policies. 


108. A comprehensive and thorough review and appraisal of progress made 
towards achieving the goals and recommendations of this Plan of action should be 
undertaken every five years by the United Nations System. For this purpose the 
Secretary General is invited to make appropriate arrangements taking account of the 
existing structure and resources of the United Nations system. It is suggested that the 
first such review be niede in 1979 and be repeated each five years thereafter. The 
findings of such systematic evaluations should be considered by the Economic and 
Social Council with the object of making, whenever necessary, appropriate 
modifications of the goals and recommendations of this plan. 


D. THE INTERNATIONAL CGNFERENCE ON POPULATION 
AT MEXICO CITY 


The first intergovernmental world conference on population questions, as stated 
before, was held under the auspices of the United Nations in Bucharsst in August 
1974. The conference adopted a World Population Action and a number of 
resolutions and recommendations, Among the recommendations for the 
implementation of the Plan of Action there was one concerning the periodic review 
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and appraisal of progress made towards the achievement of the Plan’s objectives to 
be undertaken by the United Nations System; it was. suggested that the first such 
review should be made in 1979 and at five yearly intervals thereafter and that the 
findings of such systematic evaluations should be considered by the Economic and 
Social Council of the United Nations. The General Assembly, after taking note with 
satisfaction the report of the conference and the World Population Plan of Action, 
inter alia requested the Economic and Social Council to pay particular attention to 
the implementation of the Plan of Action, including the functions of the monitoring 
and review and appraisal of the Plan both at the global and regional level. 


In 1979, the council considered and approved the findings of the first 
quinquennial review and appraisal carried out in pursuance of the conference’s 
recommendation. The council adopted a resolution on 25 November 1981 by which 
it decided inter alia" to convene in 1984, under the auspices of the United Nations, 
an International Conference on Population. The Council further decided that the 
Conference should "be devoted to the discussion of the selected issues of the highest 
priority". By the same resolution the Population Commission was designated the 
Preparatory Committee. The Secretary-General appointed the Executive Director of 
the United Nations Fund for Population Activities to serve as the Secretary-General 
of the Conference and the Director of the Population Division of the Department of 
International and Economic and Social Affairs as the Deputy Secretary-General. 


(a) Inauguration of the Conference 


The Inaugural Conference was held at Palacio de Bellas Artes, Mexico City on 6 
August 1984 and Mr. Rafael M Salas, Secretary-General of the Conference in his 
statement suggested five guiding principles, countries should try to make their 
national policies and goals consistent with the global ones incorporated in the World 
Population Plan of Action; realize that population policies take effect within a much 
longer time-frame than other programmes; strive for coherence among. their 
recommendations; be aware of the ever-changing state of knowledge and allow for 
new technological advances and innovations; and be sensitive to the basic rights of 
individuals and couples to make free and responsible decisions on fertility. 


The Conference by acclamation elected as its President H.E. Mr. Manuel Bartlett 
Diaz, Minister of the Interior and head of the delegation of Mexico. 
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(b) Review and Appraisal of the World Population Plan of 
Action: Summary of the Debate 


Her majesty Queen Noor al Hussein of the Hashemite Kingdom of Jordan 
addressing the Conference at the invitation of the President, said that the principles 
adopted at the Bucharest Conference of 1974 remained valid. Thus, for the first time 
in history, universal population concerns could be addressed on a comprehensive 
universal basis. She referred in conclusion, to possibilities for progress that might be 
achieved, for example, though an improved status of women, better education for 
men and women, integrated rural development and most fundamentally a renewal 
commitment to meeting basic human needs. 


Statements were made by a number of delegations, the Secretary-General of the 
United Nations and United Nations bodies and specialized agencies. A few of the 
significant observations made are given below: 


(1) Many of the delegates reaffirmed the validity of the principles and 
objectives of the World Population Plan of Action,as the essential hasis of the 
consensus to be reached at the Conference. 


(2) Particular emphasis was given by many of the speakers to two fundamental 
principles. First, the strict respect of state sovereignty in the formulation and 
implementation of national population policies, although this should: not deter | 
countries from understanding collective efforts in this area. Second, all couples and 
individuals have, as a basic human right, full freedom to decide the number and 
spacing of their children,as well as to have access to the information and means 
necessary to make their decisions. | 


(3) Special emphasis was also given to the basic proposition in the Plan of 
Action that population and development are inter- related; that population variables 
influence and are influenced by development variables. Furthermore, it was 
recognized that population policies should be constituent elements of socio- 
economic development policies and not substitutes for them. 


(4) Some delegations mentioned that in consequence of the drop in the death 
rate and of the still high birth rate, the population as a whole was increasing in 
developing countries, while the proportion of the poor remained high. In the opinion 
of many delegations it was one of the most noteworthy achievements of the 
Bucharest Conference and the Plan of Action that they have made governments and 
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people aware of the connection between poverty and the size, age, structure, rate of 
growth and distribution of the population. 


(c) Mexico City Declaration on Population Development 


At the International Conference in Mexico city, the Mexico City Declaration »n 
Population and Development was adopted. The Declaration reinforced the world 
Population plan of action. In 23 paragraphs it was declared that the message of 
Mexico city is to forge ahead with effective implementation of the World Population 
Plan of Action aimed at improving standards of living and quality of life for all 
peoples of this plan, etc., in promotion of their common destiny in peace and 
security. The Declaration concluded by stating "IN ISSUING THIS 
DECLARATION, ALL PARTICIPANTS AT ‘THE INTERNATIONAL 
CONFERENCE ON POPULATION REITERATE THEIR COMMITMENT AND 
REDEDICATE THEMSELVES TO THE FUTURE IMPLEMENTATION OF 
THE PLAN". 


(d) Recommendations for Action 


Seventy-six recommendations were made under the following headings . 

A. Socio-economic development, the environment and the population (4) 
B. The role and the status of women (6) 
Gi Development of population policies (2) 
D Population goals and policies 

!. Population growth (1) 

2. Morbidity and mortality 

(a) Goals and general guidance for health policies (3) 


(b) Infant, child and maternal morbidity and mortality (5) 
(c) Adult morbidity and mortality (3) 


1. The number given refers to the number of recommendations under this head. 
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3. Reproduction and the family (11) 
4. Population distribution and internal migration (9) 
5. International migration 


(a) General guidelines for formulating international migration 
policies (3) | 

(b) Documented migrant workers (4) 

(Cc) Undocumented migrants (2) 

(d) Refugees (2) 


6. Population Structure (4) 
Ey Promotion of knowledge and policy 


1. Data collection and analysis (9) 
2. Research (4) 
3. Management. training, information, education and 
communication (4) | 
(e) Recommendations for Implementation 


Twelve recommendations were made under this head: 


A. Role of national governments (2) 
B. Role of international co-operation (9) 
G Monitoring, review and appraisal (1) 


The headings under which the Recommendations for Action and 
Recommendations for Implementation made 1n the World Population Plan of Action 
at Bucharest and the in the Report of the International Conference on Population at 
Mexico were, by and large, similar although some differences could be noticed. 
These differences arose no doubt as the result of the experience gained by countries 
in the ten years intervening between 1974 when the Bucharest Conference took place 
and 1984 the year in which the International Conference on Population at Mexico 
City were held. To cite some examples, in the Recommendations for Action made at 
Mexico Socio-economic development, the environment and the population were 
shown as the first item, while Socio-economic policies were given as the second item 
in the World Population Plan of Action of Bucharest. Environment received greater 
emphasis in the International Conference on Population at Mexico. The sub- section 
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on Morbidity and Mortality also was given greater emphasis in the report on the 
International Conference on Population. The sub-section was divided into three parts 
(a) Goals and general guidance for health policies (b) Infant, child and maternal 
morbidity and mortality and (c) Adult morbidity and mortality. As a striking example 
of the operational changes proposed at the two conferences, the World population 
Plan of Action set targets for life expectancy for countries with the highest mortality 
levels for 1985 and noted the progress necessary for each region to attain an average 
life expectancy of 62 years by 1985 and 74 years by 2000. The International 
Conference in Mexico city updated the targets for countries with higher mortality 
levels and beckoned countries with intermediate or lower mortality levels to continue 
and strengthen their efforts for the improvement of health and the reduction of 
mortality in the context of overall population and development planning. 


EK. THE INTERNATIONAL CONFERENCE ON POPULATION 
AND DEVELOPMENT HELD AT CAIRO 


(a) Programme of Action 


The 1994 International Conference on Population and Development was held at 
Cairo, 5-13 September 1994. Unlike the two intergovernmental conferences held in 
Bucharest and Mexico city, the conference in Cairo had greater emphasis on 
development and the theme ‘population sustained economic growth and sustainable 
development’ was made the overall topic of the conference. After a general debate 
on population and related issues and their implications for social and economic 
development the conference by consensus adopted a new Programme of Action that 
will guide national and international action in the area of population and 
development during the 20 years after the holding of the conference. 


The International Conference on Population and Development was the largest 
inter governmental conference on population and development ever held. About 
11,000 participants from Governments, specialized agencies and organizations of the — 
United Nations System, intergovernmental organizations, non governmental 
organizations and the media attended the conference. 180 States took part in 
negotiations to finalize the programme of action. 
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The Programme of Action of the International Conference on Population and 


Development is presented under the following sixteen main headings most of whom 
have sub-headings also. 


il 


IV 


VI 


PREAMBLE « 
PRINCIPLES 


INTERRELATIONSHIPS BETWEEN POPULATION, SUSTAINED 
ECONOMIC GROWTH AND SUSTAINABLE DEVELOPMENT 


A Integrating population and development strategies 
B Population, sustained economic growth and poverty 
C Population and environment 


GENDER EQUALITY, EQUITY AND EMPOWERMENT OF WOMEN 


A Empowerment and status of women 
B The girl child 
C Male responsibilities and participation 


THE FAMILY, ITS ROLES, RIGHTS, COMPOSITION AND STRUCTURE 


A Diversity of family structure and composition 
B Socio-economic support to the family 


POPULATION GROWTH AND STRUCTURE ~ 


Fertility, mortality and population growth rates 
Children and Youth 

Elderly people 

Indigenous people 

Persons with disabilities 


TNO AWD p> 
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Vil 


Vill 


IX 


XI 


XII 


D 
E 


REPRODUCTIVE RIGHTS AND REPRODUCTIVE HEALTH 


Reproductive rights and reproductive health 

Family Planning 

Sexually transmitted diseases and prevention of human 
immunodeficiency virus (HIV) 

Human sexuality and gender relations 

Adolescents 


HEALTH, MORBIDITY AND MORTALITY 


cOw> 


Primary health care and the health care sector 

Child survival and health 

Women’s health and safe motherhood 

Human immunodeficiency virus (HIV) infection and acquired 
immunodeficiency syndrome (AIDS) 


POPULATION DISTRIBUTION, URBANIZATION AND 


INTERNAL MIGRATION 

A Population distribution and sustainable development 
B Population growth in large urban agglomerations 

C Internally displaced persons 


INTERNATIONAL MIGRATION 


A 
B 
& 
D 


International migration and development 
Documented migrants 

Undocumented migrants 

Refugets, asylum seekers and displaced persons 


POPULATION, DEVELOPMENT AND EDUCATION 


A 
B 


Education, population and sustainable development 
Population information, education and communication 


TECHNOLOGY, RESEARCH AND DEVELOPMENT 


A 
B 
C 


Basic data collection, analysis and dissemination 
Reproductive health research 
Social and economic research 
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XIil NATIONAL ACTION 


A National policies and plans of action 
B Programme management and human resource development 
C Resource mobilization and allocation 


XIV INTERNATIONAL COOPERATION 


A Responsibilities of partners in development 
B Towards a new commitment to funding population and development 


XV PARTNERSHIP WITH THE NON-GOVERNMENTAL SECTOR 


A Local, national and international non-governmental organizations 
B The private sector 


XVI FOLLOW-UP TO THE CONFERENCE 


A Activities at the national level 
B Sub-regional and regional activities 
C Activities at the international level 


(b) Excerpts from Programme of Action 


Some excerpts from the Programme of Action are presented below: 


Hit INTERRELATIONSHIPS BETWEEN POPULATION, SUSTAINED 
ECONOMIC GROWTH AND SUSTAINABLE DEVELOPMENT 


A. Integrating Population and Development Strategies 


Basis for action 


3.3! Sustainable development implies, inter alia, long-term sustainability in 
production and consumption relating to all economic activities including industry, 
energy, agriculture, forestry, fisheries, transport, tourism and infrastructure, in order 
to optimize ecologically sound resource use and minimum waste 


|. The‘number shown against the para is the same as that given in the original report. 
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Objectives 
3.4 The objectives are to fully integrate population concerns into: 


(a) Development strategies, planning, decision-making and resource 
allocation at all levels and in all regions, with the goal of meeting the 
needs, and improving the quality of life of present and future 
generations | 


(b) Ali aspects of development planning in order to promote social 
justice and to eradicate poverty through sustained economic growth 
in the context of sustainable development 


Actions 


3.7 Governments should establish the requisite internal institutional mechanisms 
and enabling environment, at all levels of society, to ensure that population factors 
are appropriately addressed within the decision-making and administrative processes 
of all government agencies responsible for economic, environmental and social 
policies and programmes. 


3.9 To achieve sustainable development and a higher quality of life for all 
people, Governments should reduce and eliminate unsustainable patterns of 
production and consumption and promote appropriate demographic _ policies. 
Developed countries should take the lead in achieving sustainable consumption 
patterns and effective waste management. 


B. Population, Sustained Economic Growth and Poverty 


Basis for action 


3.13 Widespread poverty remains the major challenge to development efforts. 
Poverty is often accompanied by unemployment, malnutrition, illiteracy, low status 
of women, exposure to environmental risks and limited access to social and health 
services which, in turn, include family planing. All these factors contribute to high 
levels of fertility, morbidity and mortality, as well as to low economic productivity. 
Poverty is also closely related to inappropriate spatial distribution of population, to 
unsustainable use and inequitable distribution of such natural resources as land and 
water, and to serious environmental degradation. 
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3.14 Efforts to slow down population growth, to reduce poverty, to achieve 
economic progress, to improve environmental protection, and to reduce 
unsustainable consumption and production patterns are mutually reinforcing. 


Objective 


3.16 The objective is to raise the quality of life for all people through appropriate 
population and development policies and programmes aimed at achieving poverty 
eradication, sustained economic growth in the context of sustainable development 
and sustainable patterns of consumption and production, human_ resource 
development and the guarantee of all human rights, including the right to 
development as a universal and inalienabie right and an integral part of fundamental 
human rights. 


Actions 


3.17 Investment in human resource development, in accordance with national 
policy, must be given priority in population and development strategies and budgets, 
at all levels, with programmes specifically directed at increased access to 
information, education, skill development, employment opportunities, both formal 
and informal, and high-quality general and reproductive health services, including 
family planning and sexual health care, through the promotion of sustained economic 
growth within the context of sustainable development in developing countries and 
countries with economies in transition. 


uC; Population and Environment 


Basis for action 


3.25 Demographic factors, combined with poverty and lack of access to 
resources in some areas, and excessive consumption and wasteful production patterns 
in others, cause or exacerbate problems of environmental degradation and resource 
depletion and thus inhibit sustainable development. 


3.27 Implementation of effective population policies in the context of sustainable 
development, including reproductive health and family planning programmes, 
require new forms of participation by various actors at all levels in the policy making 
process. 
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Objectives 
3.28 The objectives are: 


(a) To ensure that population, environmental and poverty eradication factors are 
integrated in sustainable development policies, plans and programmes; 


(b) To reduce both unsustainable consumption and production patterns as well as 
negative impacts of demographic factors on the environment in order to meet the 
needs of current generations without compromising the ability of future generations 
to meet their own needs. 


Actions 


(d) Modify unsustainable consumption and production patterns through 
economic, legislative‘and administrative measures, as appropriate, aimed at fostering 
sustainable resource use and preventing environmental degradation. 


IV. GENDER EQUALITY, EQUITY AND EMPOWERMENT 
OF WOMEN 


A. Empowerment and Status of Women 
Basis for action 


4.2 Education is one of the most important means of empowering women. with 
the knowledge, skills and self-confidence necessary to participate fully in the 
development process......... 


Objectives 


4.3(a) To achieve equality and equity based on harmonious partnership between 
man and women and enable women to realize their full potential; 


Actions 
4.4(e) Eliminating violence against women. 


4.12 Every effort should be made to encourage the expansion and strengthening 
of grass-roots, community-based and activist groups for women 
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B. The Girl Child 


Basis for action 


4.15 Since in all societies discrimination on the basis of sex often starts at these 
earliest stages of life, greater equality for the girl child is a necessary first step in 
ensuring that women realize their full potential and become equal partners in 
development............. 


Objectives 
4.16 The objectives are: 


7 (a) To eliminate all forms of discrimination against the girl child and the root 
causes of son preference, which results in harmful and unethnical practices regarding 
female infanticide and prenatal sex selection; 


(b) To increase public awareness of the value of the girl child, and concurrently, 
to strengthen the girl child’s self- image, self-esteem and status; 


(c) To improve the welfare of the girl child, especially in regard to health, 
nutrition and education. 


Actions 


4.17 Overall, the value of girl children to both their family and society must be 
expanded beyond their definition as potential child-bearers and care-takers and 
reinforced through the adoption and implementation of educational and social 
policies that encourage their full participation in the development of the societies in 
which they live............. 


4.22 Governments are urged to prohibit female genital mutilation wherever it 
exists and to give vigorous support to efforts among non-governmental and 
community organizations and religious institutions to eliminate such practices. 


4.23 Governments are urged to take the necessary measures to prevent 
infanticide, prenatal sex selection, trafficking in girl children and use of girls in 
prostitution and pornography. 
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C. Male Responsibilities and Participation 
Objective 


4.25 The objective is to promote gender equality in all spheres of life, including 
family and community life, and to encourage and enable men to take responsibility 
for their sexual and reproductive behaviours and their social and family roles. 


Actions 


4.26 The equal participation of women and men in all areas of family and 
household responsibilities, including family planning, child-rearing and house-work, 
should be promoted and encouraged by Governments. 


V. THE FAMILY, ITS ROLES, RIGHTS, COMPOSITION AND 
STRUCTURE 


No exerpts. 


VI. POPULATION GROWTH AND STRUCTURE 


A. Fertility, Mortality and Population Growth Rates 


Objective 


6.3 Recognizing that the ultimate goal is the improvement of the quality of life 
of present and future generations, the objective is to facilitate the demographic 
transitions soon as possible in countries where there is an imbalance between 
demographic rates and social, economic and environmental goals, while fully 
respecting human rights. This process will contribute to the stabilization of the 
world population, and, together with changes in unsustainable patterns of production 
and consumption, to sustainable development and economic growth. 


Actions 


6.5 In attempting to address population growth concerns, countries should 
recognize the interrelationships between fertility and mortality levels and aim to 
reduce high levels of infant, child and maternal mortality so as to lessen the need for 
high fertility and reduce the occurrence of high-risk births. 
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B. Children and Youth 


Objectives 
6.7 The objectives are: © 


(a) To promote to the fullest extent the health, well-being and potential of all 
children, adolescents and youth as representing the world’s future human 
PESOULCCS Fr ct ‘ 


(b) To meet the special needs of adolescents and youth, especially young 
women, with due regard for their own creative capabilities, for social, family and 
community support, employment opportunities, participation in the political process, 
and access to education, health, counselling and high-quality reproductive health services; 


(c) To encourage children, adolescents and youth, particularly young women, to 
continue their education in order to equip them for a better life, to increase their 
human potential, to help prevent early marriages and high-risk child-bearing and to 
reduce associated mortality and morbidity. 


Actions 


6.11 Countries should create a socio-economic environment conducive to the 
elimination of all child marriages and other unions as a matter of urgency and should 
discourage early marriage. The social responsibilities that marriage entails should be 
reinforced in countries’ educational programmes. Governments should take action to 
eliminate discrimination against young pregnant women. 


C. Elderly People 


Objectives 
6.17 The objectives are: 


(a) To enhance, through appropriate mechanisms, the self- reliance of elderly 
people, and to create conditions that promote quality of life and enable them to work 
and live independently in their own communities as long as possible or as desired; 


(b) To develop systems of health care as well as systems of economic and social 
security in old age, where appropriate, paying special attention to the needs of women; 
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(c) To develop a social support system, both formal and informal, with a view to 
enhancing the ability of families to take care of elderly people within the family. 
D. Indigenous People 


No excerpts. 


E. Persons with Disabilities 


No excerpts. 


VII. REPRODUCTIVE RIGHTS AND REPRODUCTIVE HEALTH 


No excerpt is given as the section is reproduced in full as Contribution 3 of this 
monograph. 


VIII. HEALTH, MORBIDITY AND MORTALITY ! 


A. Primary Health Care and the Health-care Sector 


Objectives 
8.3 The objectives are: 


(a) To increase the accessibility, availability,acceptability and affordability of — 
health-care services and facilities to all people in accordance with national 
commitments to provide access to basic health care for all; 


(b) To increase the health life-span and improve the quality of life of all people, 
and to reduce disparities in life expectancy between and within countries. | 


Actions 


8.11 Reform of the health sector and health policy, including the rational 
allocation of resources, should be promoted in order to achieve the stated objectives. 
All governments shoyld examine ways to maximize the cost-effectiveness of health 
programmes in order to achieve increased life expectancy, reduce morbidity and 
mortality and ensure access to basic health-care services for all people. 


1. The Holy See expressed a general reservation on this chapter. The reservation is to be 
interpreted in terms of the statement made by the representative of the Holy See at the 14th 
plenary meeting, on 13 September 1994. 
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B. Child Survival and Health 


Objectives 
8.15 The objectives are: 


(a) To promote child health and survival and to reduce disparities between and 
within developed and developing countries as quickly as possible, with particular 
attention to eliminating the pattern of excess and preventable mortality among girl 
infants and children; 


(b) To improve the health and nutritional status of infants and children; 


(c) To promote breast-feeding as a child-survival strategy. 


C: Women’s Health and Safe Motherhood 


Objectives 
8.20 The objectives are: 


(a) To promote women’s health and safe motherhood; to achieve a rapid and 
substantial reduction in maternal morbidity and mortality and reduce the differences 
observed between developing and developed countries and within countries. On the 
basis of a commitment to women’s health and well-being, to reduce greatly the 
number of deaths and morbidity from unsafe abortion. | 


(b) To improve the health and nutritional status of women, especially of pregnant 
and nursing women. 


1. Unsafe abortion is defined as a procedure for terminating an unwanted pregnancy either by 
persons lacking the necessary skills or in a environment lacking the minimal medical standards 
or both (based on World Health Organisation, The Prevention and Management of Unsafe 
Abortion,) Report of a Technical Working Group, Geneva, April 1992 (WHO/MSM/92:5). 
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Actions 


8.25 In no case should abortion be promoted as a method of family planning. 
All Governments and relevant intergovernmental and non-governmental 
organizations are urged to strengthen their commitment to women’s health, to deal 
with the health impact of unsafe abortion! as a major public health concern and to 
reduce the recourse to abortion through expanded and improved family planning 
services. Prevention of unwanted pregnancies must always be given the highest 
priority and every attempt should be made to eliminate the need for abortion. 
Women who have unwanted pregnancies should have ready access to reliable 
information and compassionate counselling. Any measures or changes related to 
abortion within the health system can only be determined at the national or local 
level according to the national legislative process. In circumstances where abortion 
is not against the law; such abortion should be safe. In all cases, women should have 
access to quality services for the management of complications arising from 
abortion. Post-abortion counselling, education and family planing services should be 
offered promptly, which will also help to avoid repeat abortions. 


D. Human Immunodeficiency Virus (HIV) Infection and 
Acquired Immunodeficiency Syndrome (AIDS) 


Objectives 
8.29 The objectives are: 


(a) To prevent, reduce the spread of and minimize the impact of HIV infection; 
to increase awareness of the disastrous consequences of HIV infection and AIDS and 
associated fatal diseases, at the individual, community and national levels, and of the 
ways of preventing it; to address the social, economic, gender and racial inequities 
that increase vulnerability to the disease; 


(b) To ensure that HIV-infected individuals have adequate medical care and are 
not discriminated against; to provide counselling and other support for people 
infected with HIV and to alleviate the suffering of people living with AIDS and that 
of their family members, especially orphans; to ensure that the individual rights and 
the confidentiality of persons infected with HIV are respected; to ensure that sexual 
and reproductive health programmes address HIV infection and AIDS: 


(c) To intensify research on methods to control the HIV/AIDS pandemic and to 
find an effective treatment for the disease. 
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Actions | | 

8.35 Responsible sexual behaviour, including voluntary sexual abstinence, for 
the prevention of HIV infection should be promoted and included in education and 
information programmes. Condoms and drugs for the prevention and treatment of 
sexually transmitted diseases should be made widely available and affordable and 
should be included in all essential drug lists. Effective action should be taken to 
further control the quality of blood products and equipment decontamination. 


IX. POPULATION DISTRIBUTION, URBANIZATION AND 
INTERNAL MIGRATION 
No excerpts. 


X. INTERNATIONAL MIGRATION 
No excerpts. 


XI. POPULATION, DEVELOPMENT AND EDUCATION! 


A. Education, Population and Sustainable Development 


Objectives | 
11.5 The objectives are: 


(a) To achieve universal access to quality education, with particular priority 
being given to primary and technical education and job training, to combat illiteracy 
and to eliminate gender disparities in access to, retention in, and support for, 
education; 


(b) To promote non-formal education for young people, guaranteeing equal 
access for women and men to literacy centres; 


(c) To introduce and improve the content of the curriculum so as to promote 
greater responsibility and awareness on the interrelationships between population 
and sustainable development; health issues, including reproductive health; and. 
gender equity. 


|. The Holy See expressed a general reservation on this chapter. The reservation is to be 


interpreted in terms of the statement made by the representative of the Holy See at the 14th 
plenary meeting, on 13 September 1994. 
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Actions 


11.8 Countries should take affirmative steps to keep girls and adolescents in 
school by building more community schools, by training teachers to be more gender 
sensitive, by providing scholarships and other appropriate incentives and by 
sensitizing parents to the value of educating girls, with a view to closing the gender 
gap in primary and secondary school education by the year 2005. Countries should 
also supplement those efforts by making full use of non-formal education 
opportunities. Pregnant adolescents should be enabled to continue their schooling. 


B. Population Information, Education and Communication 


Objectives 
11.15 The objectives are: 


(a) To increase awareness, knowledge, understanding and commitment at all 
levels of society so that families, couples, individuals, opinion and community 
leaders, non-governmental organizations, policy makers, Governments and the 
international community appreciate the significance and _ relevance of 
population-related issues, and take the responsible actions necessary to address such 
issues within sustained economic growth in the context of sustainable development; 


(b) To encourage attitudes in favour of responsible behaviour in population and 
development, especially in such areas as environment, family, sexuality, 
reproduction, gender and racial sensitivity; 


(c) To ensure political commitment to population and development issues by 
national Governments in order to promote the participation of both public and private 
sectors at all levels in the design implementation and monitoring of population and 
development policies and programmes; 


(d) To enhance the ability of couples and individuals to exercise their basic right 
to decide freely and responsibly on the number and spacing of their children, and to 
have the information, education and means to do so. 


é 
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XII. TECHNOLOGY, RESEARCH AND DEVELOPMENT’ 


A. Basic Data Collection, Analysis and Dissemination 


Objectives 
122 The objectives are: 


(a) To establish a factual basis for understanding and anticipating the 
interrelationships of population and socio- economic - including environmental - 
variables and for improving programme development, implementation, Heute 
and evaluation; 


(b) To strengthen national capacity to seek new information and meet the need 
for basic data collection, analysis and dissemination, giving particular attention to 
information classified by age, sex, ethnicity and different geographical units, in order 
to use the findings in the formulation, implementation,monitoring and evaluation of 
overall sustainable development strategies and foster international cooperation, 
including such cooperation at the regional and subregional levels; ) 


(c) To ensure political commitment to, and understanding of, the need for data 
collection on a regular basis and the analysis dissemination and full utilization of 
data. | 


Actions 


12.6 Demographic, socio-economic and other relevant information networks 
should be created or strengthened, where appropriate, at the national, regional and 
global levels to facilitate monitoring the implementation of programmes of action 
and activities on population, environment and development at the national, regional 
and global levels. 


1. The Holy See expressed a general reservation on this chapter. The reservation is to be 
interpreted in terms of the statement made by the aha feet is of the Holy See at the 14th 
plenary meeting, on 13 September 1994. , 
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12.8 Training programmes in statistics, demography, and population and 
development studies. should be designed and implemented at the national and 
regional levels, particularly in developing countries, with enhanced technical and 
financial support, through international cooperation and greater national resources. 


B. Reproductive Health Research 


Objectives 
12.11 The objectives are: 


(a) To contribute to the understanding of factors affecting universal reproductive 
health including sexual health, and to expand reproductive choice; 


(b) To ensure the initial and continued safety, quality and health aspects of 
methods for regulation of fertility; 


(c) To ensure that all people have the opportunity to achieve and maintain sound 
reproductive and sexual health, the international community should mobilize the full 
spectrum of basic biomedical, social and behavioural and programme-related 
research on reproductive health sexuality. 


Actions 


12.17 Since unsafe abortion! is a major threat to the health and lives of women, 
research to understand and better address the determinants and consequences of 
induced abortion, including its effects on subsequent fertility, reproductive and 
mental health and contraceptive practice, should be promoted, as well as research on 
treatment of complications of abortions and post-abortion care. 


|. Unsafe abortion is defined as a procedure for terminating an unwanted pregnancy either by 
persons lacking the necessary skills or in a environment lacking the minimal medical standards 
or both (based on World Health Organisation, The Prevention and Management of Unsafe 
Abortion.) Report of a Technical Working Group, Geneva, April 1992 (WHO/MSM/92 5). 


53 


12.18 There should be enhanced research on natural methods for regulation of 
fertility, looking for more effective procedures to detect the moment of ovulation 
during the menstrual cycle and after child-birth. 


C. Social and Economic Research 


No excerpts. 


XIII. NATIONAL ACTION ! 


A. National Polieies and Plans of Action 


Objectives 
13.4 The objectives are: 


(a) To incorporate population concerns in all relevant national development 
strategies, plans, policies and programmes; 


(b) To foster active involvement of elected representatives of people, particularly 
parliamentarians, concerned groups, especially at the grass-roots level, and 
individuals, in formulating, implementing, monitoring and evaluating strategies, 
policies, plans and programmes in the field of population and development. 


B. Programme Management and Human Resource Development | 


Objectives 
13.8 The objectives are: 


(a) To improve national capacities and the cost- effectiveness, quality and impact 
of national population and development strategies, plans, policies and programmes, 
while ensuring their accountability to all persons served, in particular the most 
vulnerable and disadvantaged groups in society, including the rural population and 
adolescents; | 


1. The Holy See expressed a general reservation on this chapter. The reservation is to be 
interpreted in terms of the statement made by the representative of the Holy See at the 14th 
plenary meeting, on 13 September 1994. 
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(b) To facilitate and accelerate the collection analysis and flow of data and 
information between actors in national population and development programmes in 
order to enhance the formulation of strategies, policies, plans and programmes and 
monitor and evaluate their implementation and impact; 


(c) To increase the skill level and accountability of managers and others 
involved in the implementation, monitoring and evaluation of national population 
and development strategies, policies, plans and programmes; 


(d) To incorporate user and gender perspectives in training programmes and 
ensure the availability, motivation and retention of appropriately trained personnel, 
including women, for the formulation, implementation, monitoring and evaluation of 
national population and development strategies, policies, plans and programmes. 


Cc. | Resource Mobilization and Allocation 


No excerpts. 


XIV. INTERNATIONAL COOPERATION! 


No excerpts. 


XV. PARTNERSHIP WITH THE NON-GOVERNMENTAL SECTOR! 


A. Local, National and International Non-governmental Organizations 


Objective 


15.7 The objective is to promote an effective partnership between all levels of 
government and the full range of non- governmental organizations and _ local 
community groups, in the discussion and decisions on the design, implementation, 
coordination, monitoring and evaluation of programmes relating to population, 
development and environment in accordance with the general policy framework of 
Governments, taking duly into account the responsibilities and roles of the respective 
partners. 


1. The Holy See expressed a general reservation on this chapter. The reservation is to be 
interpreted in terms of the statement made by the representative of the Holy See at the 14th 
plenary meeting, on 13 September 1994. 
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B. The Private Sector 


Objectives 
15.15 The objectives are: 


(a) To strengthen the partnership between Governments, international 
organizations and the private sector in identifying new areas of cooperation; 


: (b) To promote the role of the private sector in service delivery and in the 
production and distribution, within each region of the world, of high-quality © 
reproductive health and family-planning commodities and contraceptives, which are 
accessible and affordable to low-income sectors of the population. 


XVI | FOLLOW-UP OF THE CONFERENCE! 
No excerpts. 


1. The Holy See expressed a general reservation on this chapter. The reservation is to be 
interpreted in terms of the statement made by the representative of the Holy See at the 14th 
plenary meeting, on 13 September 1994. 
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REPRODUCTIVE RIGHTS AND 
‘REPRODUCTIVE HEALTH! 


A. Reproductive Rights and Reproductive Health 


Basis for action 


7.2 Reproductive health is a state of complete physical, mental and social 
well-being and not merely the absence of disease or infirmity, in all matters relating 
to the reproductive system and to its functions and process. Reproductive health 
therefore implies that people are able to have a satisfying and safe sex life and that 
they have the capability to reproduce and the freedom to decide if, when and how 
often to do so. Implicit in this last condition are the right of men and women to be 
informed and to have access to safe, effective, affordable and acceptable methods of 
family planning of their choice, as well as other methods of their choice for 
regulation of fertility which are not against the law, and the right of access to 
appropriate health- case services that will enable women to go safely through 
pregnancy and childbirth and provide couples with the best chance of having a 
healthy infant. In line with the above definition of reproductive health, reproductive 
health care is defined as the constellation of methods, techniques and services that 
contribute to reproductive health and well-being by preventing and solving 
reproductive health problems. it also includes sexual health, the purpose of which is 
the enhancement of life and personal relations, and not merely counselling and care 
related to reproduction and sexually transmitted diseases. 


7.3 Bearing in mind the above definition, reproductive rights embrace certain 
human rights that are already recognized in national laws, international human rights 
documents and other consensus documents. These rights rest on the recognition of 
the basic right of all couples and individuals to decide freely and responsibly the 
number, spacing and timing of their children and to have the information and means 
to do so, and the right to attain the highest standard of sexual and reproductive 
health. It also includes their right to make decisions concerning reproduction free 
of discrimination, coercion and violence, as expressed in human rights documents. 


1. The Holy See expressed a general reservation on this chapter. The reservation is to be 
interpreted in terms of the statement made by the representative of the Holy See at the 14th 
plenary meeting, on 13 September 1994. 
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In the exercise of this right, they should take into account the needs of their living 
and future children and their responsibilities towards the community. The promotion 
of the responsible exercise of these rights for all people should be the fundamental 
basis for government - and community - supported policies and programmes in the 
area of reproductive health, including family planning. As part of their commitment, 
full attention should be given to the promotion of mutually respectful and equitable 
gender relations and particularly to meeting the educational and service needs of 
adolescents to enable them to deal in a positive and responsible way with their 
sexuality. Reproductive health eludes many of the world’s people because of such 
factors as: inadequate levels of knowledge about human sexuality and inappropriate 
Or poor-quality reproductive health information and services, the prevalence of 
high-risk sexual behaviour; discriminatory social practices; negative attitudes 
towards women and girls; and the limited power many women and girls have over 
their sexual and reproductive lives. Adolescents are particularly vulnerable because 
of their lack of information and access to relevant services in most countries. Older 
women and men have distinct reproductive and sexual health issues which are often 
inadequately addressed. 


7.4 The implementation of the present Programme of Action is to be guided by 
the above comprehensive definition of reproductive health, which includes sexual 
health. 


Objectives 
7.5 The objectives are: 


(a) To ensure that comprehensive and factual information and a full range of 
reproductive health-care services, including family planning, are accessible, 
affordable, acceptable and convenient to all users; 


(b) To enable and support responsible voluntary decisions about child-bearing 
and methods of family planning and their choice, as well as other methods of their 
choice for regulation of fertility which are not against the law and to have the 
information, education and means to do so; 


(c) To meet changing reproductive health needs over the life cycle and to do so 
in ways sensitive to the diversity of circumstances of local communities. 
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Actions 


7.6 All countries should strive to make accessible through the primary 
health-care system, reproductive health to all individuals of appropriate ages as soon 
as possible and no later than the year 2015. Reproductive health care in the context 
of primary health care should, inter alia, include: family planning counselling, 
information, education, communication and services; education and services for 
prenatal care, safe delivery and post-natal care, especially breast-feeding and infant 
and women’s health care; prevention and appropriate treatment of infertility; 
abortion as specified in paragraph 8.25, including prevention of abortion and the 
management of the consequences of abortion; treatment of reproductive tract 
infections; sexually transmitted diseases and other reproductive health conditions; 
and information, education and counselling, as appropriate, on human sexuality, 
reproductive health and responsible parenthood. Referral for family planning 
services and further diagnosis and treatment for complications of pregnancy,delivery 
and abortion, infertility, reproductive tract infections, breast cancer and cancers of 
the reproductive system, sexually transmitted diseases, including HIV/AIDS should 
always be available, as required. Active discouragement of harmful practices, such 
as female genital mutilation, should also be an integral component of primary health 
care, including reproductive health-care programmes. 


7.7 Reproductive health care programmes should be designated to serve the 
needs of women, including adolescents, and must involve women in the leadership, 
planning, decision-making, management, implementation, organization and 
evaluation of services, Governments and other organizations should take positive 
steps to include women at all levels of the health-care system. 


7.8 Innovative programmes must be developed to make information, counselling 
and services for reproductive health accessible to adolescents and adult men. Such 
programmes must both educate and enable men to share more equally in family 
planning and in domestic and child-rearing responsibilities and to accept the major 
responsibility for the prevention of sexually transmitted diseases. Programmes must 
reach men in their workplaces, at home and where they gather for recreation. Boys 
and adolescents, with the support and guidance of their parents, and in line with the 
Convention on the Rights of the Child, should also be reached through schools, youth 
organizations and wherever they congregate. Voluntary and appropriate male 
methods for contraception, as well as for the prevention of sexually transmitted 
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diseases, including AIDS, should be promoted and made accessible with adequate 
information and counselling. 


7.9 Governments should promote much greater community participation in 
reproductive health-care services by decentralizing the management of public health 
programmes and by _ forming partnerships in cooperation with local 
non-governmental organizations and private health-care providers. All types of 
non-governmental organizations, including local women’s groups, trade unions, 
cooperatives, youth programmes and religious groups, should be encouraged to 
become involved in the promotion of better reproductive health. 


7.10 Without jeopardizing international support for programmes in developing 
countries, the international community should, upon request, give consideration to 
the training, technical assistance, short-term contraceptive supply needs and the 
needs of the countries in transition from centrally managed to market economies, 
where reproductive health is poor and in some cases deteriorating. Those countries, 
at the same time must themselves give higher priority to reproductive health services, 
including a comprehensive range of contraceptive means, and must address their 
current reliance on abortion for fertility regulation by meeting the need of women in 
those countries for better information and more choices on an urgent basis. 


7.11 Migrants and displaced persons in many parts of the world have limited 
access to reproductive health care and may face specific serious threats to their 
reproductive health and rights. Services must be particularly sensitive to the needs of 
individual women and adolescents and responsive to their often powerless situation, 
with particular attention to those who are victims of sexual violence. 


B. Family Planning 


Basis for action 


7.12 The aim of family planning programmes must be to enable couples and 
individuals to decide freely and responsibly the number and spacing of their children 
and to have the information and means to do so and to ensure informed choices and 
make available a full range of safe and effective methods. The success of population 
education and family planning programmes in a variety of settings demonstrates that 
informed individuals everywhere can and will act responsibly in the light of their 
own needs and those of their families and communities. The principle of informed 
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free choice is essential to the long term success of family planning programmes. 
Any form of coercion has no part to play. In every society there are many social and 
economic incentives and disincentives that affect individual decisions about child 
bearing and family size. Over the past century, many Governments have 
experimented with such schemes, including specific incentives and disincentives, in 
order to lower or raise fertility. Most such schemes have had only marginal impact 
on fertility and in some cases have been counterproductive. Governmental goals for 
family planning should be defined in terms of unmet needs for information and 
services. Demographic goals, while legitimately the subject of government 
development strategies, should not be imposed on family planning providers in the 
form of targets or quotas for the recruitment of clients. 


7.13 Over the past three decades, the increasing availability of safer methods of 
modern contraception, although still in some respects. inadequate, has permitted 
greater opportunities for individual choice and responsible decision-making in 
matters of reproduction throughout much of the world. Currently, about 55 per cent 
of couples in developing regions use some method of family planning. This figure 
represents nearly a fivefold increase since the 1960s. Family planning programmes 
have contributed considerably to the decline in average fertility rates for developing 
countries, from about six to seven children per woman in the 1960s to about three to 
four children at present. However, the full range of modern family planning methods 
still remains unavailable to at least 350 million couples worldwide, many of whom 
say they want to space or prevent another pregnancy. Survey data suggest that 
approximately 120 million additional women worldwide would be currently using a 
modern family planning method if more accurate information and affordable services 
were easily available, and if partners, extended families and the community were 
more supportive. These numbers do not include the substantial and growing 
numbers of sexually active unmarried individuals wanting and in need of information 
and services. During the decade of the 1990s, the number of couples of reproductive 
age will grow by about 18 million per annum. To meet their needs and close the 
existing large gaps in services, family planning and contraceptive supplies will need 
to expand very rapidly over the next several years. The quality of family planing 
programmes is often directly related to the level and continuity of contraceptive use 
and to the growth in demand for services. Family planning programmes work best 
when they are part of or linked to broader reproductive health programmes that 
address closely related health needs and when women are fully involved in the 
design, provision, management and evaluation of services. 
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Objectives 


oy 


7.14 The objectives are: 


(a) To help couples and individuals meet their reproductive goals in a framework 
that promotes optimum health, responsibility and family well-being, and respects the 
dignity of all persons and their right to choose the number, spacing and timing of the 
birth of their children; | : 


(b) To prevent unwanted pregnancies and reduce the incidence of high-risk 
pregnancies and morbidity and mortality; 


(c) To make quality family planning services affordable, acceptable and 
accessible to all who need and want them, while maintaining confidentiality; 


(d) To improve the quality of family planning advice, information, education, 
communication, counselling and services; 


(e) To increase the participation and sharing of responsibility of men in the 
actual practice of family planning; 


(f) To promote breast feeding to enhance birth spacing. 
Actions 


7.15 Governments and the international community should use the full means at 
their disposal to support the principle of voluntary choice in family planning. 


7.16 All countries should, over the next several years, assess the extent of 
national unmet need for good-quality family planning services and its integration in 
the reproductive health context, paying particular attention to the most vulnerable 
and deserved groups in the population. All countries should take steps to meet the 
family planning needs of their populations as soon as possible and should in all cases 
by the year 2015, seek to provide universal access to a full range of safe and reliable 
family planning methods and to related reproductive health services which are not 
against the law. The ‘aim should be to assist couples and individuals to achieve their 
reproductive goals and give them the full opportunity to exercise the right to have 
children by choice. 
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7.17 Governments at all levels are urged to institute systems of monitoring and. 
evaluation of user-centred services with a view to detecting,preventing and 
controlling abuses by family planning managers and providers and to ensure a 
continuing improvement in the quality of services. To this end, Governments should 
secure conformity to human rights and to ethical and professional standards in the 
delivery of family planning and related reproductive health services aimed at 
ensuring responsible, voluntary and informed consent and also regarding service 
provision. In-vitro fertilization techniques should be provided in accordance with 
appropriate ethical guidelines and medical standards. 


7.18 Non-governmental organizations should play an active role in mobilizing 
community and family support, in increasing access and acceptability of 
reproductive health services including family planning, and cooperate with 
Governments in the process of preparation and provision of care, based on informe: 
choice, and in helping to monitor public and private sector programmes, including 
their own. 


7.19 As part of the effort to meet unmet needs, all countries should scck to 
identify and remove all the major remaining barriers to the utilization of family 
planning services. Some of those barriers are related to the inadequacy, poor quality 
and cost of existing family planning services. It should be the goal of public. private 
and non-governmental family planning organizations to remove all programme 
related barriers to family planning use by the year 2005 through the redesign or 
expansion of information and services and other ways to increase the ability of 
couples and individuals to make free and informed decisions about the number, 
spacing and timing of births and protect themselves from sexually transmitted 
diseases. 


7.20 Specifically, Governments should make it easier for couples and individuals 
to take responsibility for their own reproductive health by removing unnecessary 
legal, medical, clinical and regulatory barriers to information and to access to family 
planning services and methods. 


7.21 All political and community leaders are urged to play a strong, sustained 
and highly visible role in promoting and legitimizing the provision and use of family 
planning and reproductive health services. Governments at all levels are urged to 
provide a climate that is favourable to good quality public and private family 
planning and reproductive health information and services through all possible ~ 
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channels. Finally, leaders and legislators at all levels must translate their public 
support for reproductive health, including family planning, into adequate allocations 
of budgetary, human and administrative resources to help meet the needs of all those 
who cannot pay the full cost of services. 


7.22 Governments are encouraged to focus most of their efforts towards meeting 
their population and development objectives through education and voluntary 
measures rather than schemes involving incentives and disincentives. 


7.23 In the coming years, all family planning programmes must make significant 
efforts to improve quality of care. Among other measures, programmes should: 


(a) Recognize that appropriate methods for couples and individuals vary 
according to their age, parity, family-size preference and other factors, and ensure 
that women and men have information and access to the widest possible range of 
safe and effective family planning methods in order to enable them to exercise free 
and informed choice; 


(b) Provide accessible, complete and accurate information about various family 
planning methods, in¢luding their health risks and benefits, possible side effects and 
their effectiveness in the prevention of the spread of HIV/AIDS and other sexually 
transmitted diseases; : , 


(c) Make services safer, affordable, more convenient and accessible for clients 
and ensure, through strengthened logistical systems, a sufficient and continuous 
supply of essential high-quality contraceptives. , Privacy and confidentiality should 
be ensured; 


(d) Expand and upgrade formal and informal training in sexual and reproductive — 
health care and family planning for all health-care providers, health educators and 
managers, including training in interpersonal communications and counselling; 


(e) Ensure appropriate follow-up care, including treatment for side-effects of 
contraceptive use; 


(f) Ensure availability of related reproductive health services on site or through a 
strong referral mechanism; 
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(g) In addition to quantitative measures of performance, give more emphasis to 
qualitative ones that take into account the perspectives of current and potential users 
of services through such means as effective management information system and 
survey techniques for the timely evaluation of services; 


(h) Family planning and reproductive health programmes should emphasize 
breast-feeding education and support services, which can simultaneously contribute 
to birth spacing, better maternal and child health and higher child survival. 


7.24 Governments should take appropriate steps to help women avoid abortion, 
which in no case should be promoted as a method of family planning, and in all cases 
provide for the humane treatment and counselling of women who have had recourse 
to abortion. 


7.25 In order to meet the substantial increase in demand for contraceptives over 
the next decade and beyond, the international community should move, on an 
immediate basis, to establish an efficient coordination system and global, regional 
and_ subregional facilities for the procurement of | contraceptives and other 
commodities essential te reproductive health programmes of developing countries 
and countries with econo/sfies in transition. The international community should also 
consider such measures as the transfer of technology to developing countries to 
enable them to produce and distribute high-quality contraceptives and other 
commodities essential to reproductive health services, in order to strengthen the 
self-reliance of those countries. At the request of the countries concerned, the World 
Health Organization should continue to provide advice on the quality, safety and 
efficacy of family planning methods. 


7.26 Provision of reproductive health-care services should not be confined to the 
public sector but should involve the private sector and non-governmental 
organizations, in accordance with the needs and resources of their communities, and 
include, where appropriate, effective strategies for cost recovery and service 
delivery, including social marketing and community-based services. Special efforts 
should be made to improve accessibility through outreach services. 
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C. Sexually Transmitted Diseases and Prevention of 
Human Immunodeficiency Virus (HIV) 


Basis for action 


7.27 The world-wide incidence of sexually transmitted diseases is high and 
increasing. The situation has worsened considerably with the emergency of the HIV 
epidemic. Although the incidence of some sexually transmitted diseases has 
stabilized in parts of the world, there have been increasing cases In many regions. 


7.28 The social and economic disadvantages that women face make them 
especially vulnerable to sexually transmitted infections, including HIV, — as 
illustrated, for example, by their exposure to the high-risk sexual behaviour of their 
partners. For women, the symptoms of infections from sexually transmitted diseases ° 
are often hidden, making them more difficult to diagnose than in men, and the health 
consequences are often greater, including increased risk of infertility and ectopic 
pregnancy. The risk of transmission trom infected men to women Is also greater than 
from infected women to men, and many women are powerless to take steps to protect 
themselves. . : 


Objective 


7.29 The objective is to prevent, reduce the incidence of, and provide treatment 
for, sexually transmitted diseases, including HIV/AIDS, and the complications of 
sexually transmitted diseases such as infertility, with special attention to girls and 
women. 


Actions 


7.30 Reproductive health programmes should increase their efforts to prevent, 
detect and treat sexually transmitted diseases and other reproductive tract infections, 
especially at the primary health-care level. Special outreach efforts should be made 
to those who do not have access to reproductive health-care programmes. 


7.31 All health-care providers, including all family planning providers, should be 
given specialized training in the prevention and detection of, and counselling on, 
sexually transmitted diseases, especially infections,in women and youth, including 
- HIV/AIDS. 
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7.32 Information, education and counselling for responsible sexual behaviour 
and effective prevention of sexually transmitted diseases, including HIV, should 
become integral components of all reproductive and sexual health services. 


7.33 Promotion and the reliable supply and distribution of high- quality condoms 
should become integral components of all reproductive health-care services. All 
relevant international organizations, especially the World Health Organization, 
should significantly increase their procurement. Governments and the international 
community should provide all means to reduce the spread and the rate of 
transmission of HIV/AIDS infection. 


D. Human Sexuality and Gender Relations 


Basis for action 


7.34 Human sexuality and gender relations are closély interrelated and together — 
affect the ability of men and women to achieve and maintain sexual health and 
manage their reproductive lives. Equal relationships between men and women in 
matters of sexua! relations and reproduction, including full respect for the physical 
integrity of the human body, require mutual respect and willingness to accept 
responsibility for the consequences of sexual behaviour. Responsible sexual 
behaviour, sensitivity and equity in gender relations, particularly when instilled 
during the formative years, enhance and promote respectful and harmonious 
partnerships Uctween men and women. 


7.35 Violence against women, particularly domestic violence and rape, is 
widespread, and rising numbers of women are at risk from AIDS and other sexually 
transmitted diseases as a result of high- risk sexual behaviour on the part of their 
partners. In a number of countries, harmful practices meant to control women’s 
sexuality have led to great suffering. Among them is the practice of female genital 
mutilation, which is a violation of basic rights and a major lifelong risk to women’s 
health. 
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Objectives 
7.36 The objectives are: 


(a) To promote adequate development of responsible sexuality, permitting 
relations of equity and mutual respect between the genders and contributing to 
improving the quality of life of individuals; 


(b) To ensure that women and men have access to the information, education and 
services needed to achieve good sexual health and exercise their reproductive rights 
and responsibilities. 


Actions 


7.37 Support should be given to integral sexual education and services for young 
people, with the support and guidance of their parents and in line with the 
Convention on the Rights of the Child, that stress responsibility of males for their 
own sexual health and fertility and that help them exercise those responsibilities. 
Educational efforts should begin within the family unit, in the community and in the 
schools at an appropriate age, but must also reach adults, in particular men, through 
non-formal education and a variety of community-based efforts. 


7.38 In the light of the urgent need to prevent unwanted pregnancies, the rapid 
spread of AIDS and other sexually transmitted diseases, and the prevalence of sexual 
avuse and violence, Governments should base national policies on a_ better 
understanding of the need for responsible human sexuality and the realities of current 
sexual behaviour. 


7.39 Active and open discussion of the need to protect women, youth and 
children from any abuse, including sexual abuse, exploitation, trafficking and 
violence, must be encouraged and supported by educational programmes at both 
national and community levels. Governments should set the necessary conditions 
and procedures to encourage victims to report violations of their rights. Laws 
addressing those concerns should be enacted where they do not exist, made explicit, 
strengthened and enforced, and appropriate rehabilitation services provided. 
Governments should also prohibit the production and the trade of child pornography. 


7.40 Governments and communities should urgently take steps to stop the 
practice of female genital mutilation and protect women and girls froni all such 
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similar unnecessary and dangerous practices. Steps to eliminate the practice should 
include strong community outreach programmes involving village and religious 
leaders, education and counselling about its impact on girls’ and women’s health, 
and appropriate treatment and rehabilitation for girls and women who have suffered 
mutilation. Services should include counselling for women and men to discourage 
the practice. 


E. Adolescents 


Basis for action 


7.41 The reproductive health needs of adolescents as a group have been largely 
ignored to date by existing reproductive health services. The response of societies to 
the reproductive health needs of adolescents should be based on information that 
helps them attain a level of maturity required to make responsible decisions. In 
particular, information and services should be made available to adolescents to help 
them understand their sexuality and protect them from unwanted pregnancies, 
sexually transmitted diseases and subsequent risk of infertility. This should be 
combined with the education for young men to respect women’s self-determination 
and to share responsibility with women in matters of sexuality and reproduction. 
This effort is uniquely important for the health of young women and their children, 
for women’s self-determination and, in many ‘countries, for efforts to slow the 
momentum of population growth. Motherhood at a very young age entails a risk of 
maternal death that is much greater than average, and the children of young mothers 
have higher levels of morbidity and mortality. Early child-bearing continues to be an 
impediment to improvements in the educational, economic and social status of 
women in all parts of the world. Overall for young women, early marriage and early 
motherhood can severely curtail educational and employment opportunities and are 
likely to have a long-term, adverse impact on their children’s quality of life. 


7.42 Poor educational and economic opportunities and sexual exploitation are 
important factors in the high levels of adolescent child-bearing. In both developed 
and developing countries, adolescents faced with few apparent life choices have little 
incentive to avoid pregnancy and child-bearing. 


7.43 In many societies, adolescents face pressures to engage in sexual activity. 
Young women, particularly low-income adolescents, are especially vulnerable. 
Sexually active adolescents of both sexes are increasingly at high risk of contracting 
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and transmitting sexually transmitted diseases, including HIV/AIDS, and they are 
typically poorly informed about how to protect themselves. Programmes for 
adolescents have proven most effective when they secure the full involvement of 
adolescents in identifying their reproductive and sexual health needs and in 
designing programmes that respond to those needs. 


Objectives 
7.44 The objectives are: 


(a) To address adolescent sexual and reproductive health issues, including 
unwanted pregnancy, unsafe abortion! and sexually transmitted diseases, including 
HIV/AIDS, through the promotion of responsible and healthy reproductive and 
sexual behaviour, ineluding voluntary abstinence, and the provision of appropriate 
services and counselling specifically suitable for that age group; 


(b) To substantially reduce all adolescent pregnancies. 
Actions 


7.45 Recognizing the rights, duties and responsibilities of parents and other 
persons legally responsible for adolescents to provide, in a manner consistent with 
the evolving capacities of the adolescent, appropriate direction and guidance in 
sexual and reproductive matters, countries must ensure that the programmes and 
attitudes of health-care providers do not restrict the access of adolescents to 
appropriate services and the information they need, including on sexually transmitted 
diseases and sexual abuse. In doing so, and in order to, inter alia, address sexual 
abuse, these services must safeguard the rights of adolescents to privacy, 
confidentiality, respect and informed consent, respecting cultural values and — 
religious beliefs. In this context, countries should, where appropriate, remove legal, 
regulatory and social barriers to reproductive health information and care for 
adolescents. 


1. Unsafe abortion is defined as a procedure for terminating an unwanted pregnancy either by 
persons lacking the necessary skills or in a environment lacking the minimal medical standards 
or both (based on World Health Organisation, The Prevention and Management of Unsafe 
Abortion, Report of a Technical Working Group, Geneva, April 1992 (WHO/MSM/92.5). 
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7.46 Countries, with the support of the international community, should protect 
and promote the rights of adolescents to reproductive health education, information 
and care and greatly reduce the number of adolescent pregnancies. 


7.47 Governments, in collaboration with non-governmental organizations, are 
urged to meet the special needs of adolescents and to establish appropriate 
programmes to respond to those needs. Such programmes should include support 
mechanisms for the education and counselling of adolescents in the areas of gender 
relations and equality, violence against adolescents, responsible sexual behaviour, 
responsible family planning practice, family life, reproductive health, sexually 
transmitted diseases, HIV infection and AIDS prevention. Programmes for the 
prevention and treatment of sexual abuse and incest and other reproductive health 
services should be provided. Such programmes should provide information to 
adolescents and make a conscious effort to strengthen positive social and cultural 
values. Sexually active adolescents will require special family planning information 
counselling and services, and those who become pregnant will require special 
support from their families and community during pregnancy and early child care. 
Adolescents must be fully involved in the planning, implementation and evaluation 
of such information and services with proper regard for parental guidance and 
responsibilities. 


7.48 Programmes should involvé and train all who are in a position to provide 
guidance to adolescents concerning responsible sexual and reproductive behaviour, 
particularly parents ‘and families, and also communities, religious institutions, 
schools, the mass media and peer groups. Governments and non-governmental 
organizations should promote programmes directed to the education of parents with 
the objective of improving the interaction of parents and children to enable parents to 
comply better with their educational duties to support the process of maturation of 
their children, particularly in the areas of sexual behaviour and reproductive health. 
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